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EDITORIAL 


ON GUARD 


GeorGE H. YEAGER, M.D.* 


Constant vigilance on our part requires effort, energy and organization. If the medical 
profession is to avoid further inroads toward its socialization, the exercise of such vigilance 
is requisite. 

There are many dynamic groups and organizations continuously working toward a 
goal of compulsory health insurance, which is simply a guise of socialization. Their funds 
are tremendous, and their efforts for utilizing and capitalizing unfavorable publicity are 
multiple. 

There are few organizations working to counteract their propaganda and legislative 
efforts. The American Medical Education Foundation is developing financial resources 
to aid medical schools. This is an excellent antidote against government subsidization of 
medical schools, and deserves your support. 

The Association of American Physicians and Surgeons is an organization of free Ameri- 
can doctors that is making a continuing effort to inform doctors of the threats to the 
medical profession. We must remain well informed about what is being done both to 
the nation and to our profession. As free American citizens opposed to socialism in all 
forms, and as a profession whose integrity and life blood depend upon the private practice 
of medicine, we have a heritage that must be preserved. 

The average doctor abhors and has little inclination toward practical politics. Never- 
theless, counter measures, if they are to be effective, must be organized. The Association 
of American Physicians and Surgeons has proven effective and there is need of such a 
strong organization. Its strength depends upon your participation and membership. 


* Editor, Maryland State Medical Journal. 
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Scientific Papers 








HYPOTHERMIA’ 


KENNETH K. KEOWN, M.D.,, BRIAN A. COOKSON, M.D., DANIEL F. DOWNING, M.D. 


AND CHARLES P. 


Open cardiotomy for the correction of intra- 
cardiac pathology has long been the aim of the 
cardiac surgeon, physicians, physiologists and 
anesthesiologists. Most interested observers have 
felt that to obtain a bloodless field for surgery 
within the heart, a satisfactory heart-lung ma- 
chine (extracorporeal circulation) would have to 
be developed. 

The need of the human patient for an adequate 
supply of oxygen requires no further emphasis, 
nor does the inability of the body to maintain a 
reservoir of oxygen need additional accentuation. 

We have been experimenting for over 12 years 
in the animal laboratory with various models of 
mechanical heart and artificial oxygenator sys- 


tems. However, it has become evident to us that - 


by means of decreasing the oxygen demands of 
living tissue perhaps the solution to bloodless 
and open intracardiac surgery can be partially 
achieved. 

It is a fact that the elevation of body tempera- 
ture by one degree fahrenheit increases the basal 
metabolic rate seven per cent. Undoubtedly, 
within limits, the reverse is also true. Reduction 
of the oxygen demands of the body therefore can 


1 Presented before the Baltimore City Medical Society on 
Friday, February 19, 1954, Osler Hall, Medical and Chirurgi- 
cal Faculty of the State of Maryland Building, 1211 Cathedral 
Street, Baltimore 1, Maryland. 

2 Associate Professor of Anesthesiology, Hahnemann Medi- 
cal College and Hospital, Philadelphia, Pennsylvania. 

3 From the Departments of Anesthesiology, Thoracic Sur- 
gery, and Pediatrics, Hahnemann Medical College and Hos- 
pital, Philadelphia, Pennsylvania. 

4 Aided by grants from the U.S.P.H. Service and the Mary 
Bailey Foundation. 


BAILEY, M.D.*:4 


be obtained by lowering the temperature of the 
organism. 

Fay, in 1938, had used controlled reduction of 
the body temperature to reduce established pain 
in patients with malignant tumors, and had 
attempted to retard the rate of growth of 
malignant tumors by this means. 

McQuiston, ten years later, had overcome 
many of the deleterious effects of Pyrexia in 
children with congenital heart disease, during 
anesthesia and surgery by controlled reduction 
of the temperature. 

Substantial information from Talbott’s work 
in psychiatric patients with reduced body tem- 
perature was also available to us. 

Bigelow and his co-workers have published 
their animal experiments with hypothermia. 
They have shown that a dog can survive occlu- 
sion of both vena cavae for 15 minutes at 64.4° 
fahrenheit, during which time it is possible to 
open and close the right atrium. 

We decided to repeat these animal experi- 
ments, with the view of perfecting a technique 
suitable for application in patients with intra- 
cardiac defects. 


ANIMAL EXPERIMENTS 


Series 1—Sixteen dogs were used, this enabled us 
to become familiar with the behavior of a dog 
heart at low temperatures. 

Series 2—Twenty-seven dogs were studied. They 
were cooled to 75.2°F. Both cavae of eaci 
animal were occluded for twelve minute:. 
Eight dogs were subjected to atriotomy. Te: 
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animals had a right ventriculatory. Twenty- 

three animals survived the experiments and 

recovered. Ten have been sacrificed for tissue 
investigation, which is being accomplished 
now. 

Series 3—Five dogs were studied with the 
superior and inferior venae cavae occluded for 
thirty minutes, and the right heart was opened 
for twenty minutes. Two animals survived, 
two animals died of uncontrollable ventricular 
fibrillation, one animal was accidentally 
killed. 

Series 4—-Eight animals were subjected to 
definitive surgery for the creation and repair 
of ventricular septal defects. 

Series 5—Ten dogs were studied. Temperature 
was reduced to 78.8°F. The cavae were oc- 
cluded, right atriotomy was achieved, creating 
an interatrial septal defect in each case. An 
arterial transfusion was given under constant 
pressure to nourish the coronary arteries, and 
the brain, and to prevent air embolism to the 
coronary arteries. The material used for the 
transfusion was a suspension of erythrocytes 
in Ringer’s gelatin solution. Nine animals 
survived. 

Series 6—Three dogs were cooled to 75.2°F. 
Heart and lungs were removed en bloc and 
similar organs from donor animals were trans- 
planted. One animal survived for six hours, 
with return of reflexes, spontaneous, respira- 
tions, and normal electrocardiogram. 

The animal experiments gave us positive 
proof that: 

(1) The circulation could safely be interrupted 
for twelve minutes while open cardiotomy was 
accomplished at a temperature of 78.8° F. 

(2) It is possible to control bodily tempera- 
ture by means of slow cooling. 

(3) Arterial transfusions are helpful in the 
prevention of coronary air embolization. 

(4) Citrated whole blood predisposed to 
ventricular fibrillation in a cold heart, due to a 
calcium-potassium imbalance. 

(5) The heart rate and blood pressure are low- 


ered in almost direct proportion to the decrease 
of the body temperature. 
(6) Human application seems feasible. 


THE INDUCTION OF HYPOTHERMIA 


We believe it must be stated: 1—that anesthe- 
sia for cardiac and great vessel surgery should be 
directed toward the conservation of an adequate 
heart action; 2—that the lighter the plane of 
anesthesia the less depressed will be the brain, 
heart, liver and kidneys, and the greatest pos- 
sible concentration of oxygen should be adminis- 
tered through an endotracheal catheter. 3—That 
the anesthesiologic complications most often 
encountered and thus the greatest challenge to 
prevent or overcome are: 

Anoxia; hypotension; carbon dioxide reten- 
tion; ventricular fibrillation; and cardiac stand- 
still. 

The preliminary medication is directed toward 
having the patient rested, and the oxygen de- 
mands as nearly normal as is possible to obtain. 

Meperidine hydrachloride (Demerol) is or- 
dered, with or without a barbiturate in all pa- 
tients for surgery in which hypothermia is indi- 
cated and is given in conjunction with atropine 
sulfate 60 to 90 minutes prior to the induction of 
anesthesia. 

In the age group less than one year of age, an 
endotracheal catheter of appropriate size is intro- 
duced under direct vision laryngoscopy before 
the infant has been subjected to a general 
anesthesia. 

We have produced hypothermia in four in- 
fants less than 6 months of age, that have 
received no depressant drugs other than small 
doses of meperidine (one milligram per pound 
of body weight) without any evidence of shiver- 
ing. Open thoracotomy has been performed, 
without evidence in the two survivors of neuro- 
logical damage. 

Children older than one year of age are anes- 
thetized with intravenous thiopental sodium 
(Pentothal sodium) until a state of unconscious- 
ness is reached, then the endotracheal catheter 
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of the largest calibre that can be inserted without 
trauma is passed to assure a patent air way. 

Immediately following tracheal intubation a 
thermocouple is inserted into the rectum of the 
patient, and checked for accuracy by a clinical 
thermometer alongside the bulb in the rectum. 

The dial of the thermocouple is attached se- 
curely to the anesthesia machine so that the 
decrease in temperature can be controlled and 
observed constantly. The electrodes of the elec- 
trocardiograph are applied and the patient is 
placed on a refrigeration mattress. 

The circulating fluid used to cool the patient 
is started, and the temperature is lowered as 
quickly as is possible without the precipitation 
of untoward cardiac irregularities. 

Cyclopropane, thiopental sodium, and oxygen 
are the anesthetic agents of choice in our clinic. 
Early in the course of hypothermia and following 
the original depression of the metabolic rate 
smaller doses of cyclopropane and thiopental so- 
dium are required to control shivering than will 
be required once the circulatory and respiratory 
centers are depressed by the cooling process. As 
the depth of anesthesia is decreased shivering 
becomes more intense, particularly if a prolonged 
period of time is required to achieve the desired 
temperature level. 

Approximately 60 to 90 minutes are required 
to lower an infant’s rectal temperature to 74° F. 

During the cooling process several events may 
take place. Shivering may occur. Since this in- 
creases the oxygen demand and prolongs the 
cooling time it must be overcome. The shivering 
may be occult, and appreciated only from the 
electrocardiographic tracing, which indicates the 
pattern of the “shiver waves.” The addition of 
thiopental (pentothal) intravenously in small 
doses will rapidly control the trembling. 

When a bodily temperature of (82.4° F.) is 
reached, voluntary respiratory activity ceases, 
then the anesthesiologist must assume control of 
respiratory activity. During rewarming, respira- 





tions again become spontaneous at the same 
temperature. 

The electrocardiographic tracings show pro- 
gressive changes. There is a prolongation of 
R-R, P-R, and S-T intervals. In the majority of 
cases sinus rhythm is the rule at all temperatures 
above 23.3° Centigrade (74° F.). 

The systemic blood pressure gradually de- 
creases as the temperature is lowered. It is in 
almost direct proportion to the fall in body tem- 
perature. 

The pulse rate after an initial acceleration be- 
comes slower, the bradycardia obtained at (80° 
F.) being about one half the rate at (98.6° F.). 

Immediately following the definitive surgery, 
rewarming is started by circulating warm water 
through the coils in the blanket. Patients are 
rapidly rewarmed to (82.4° F.) so that normal 
respirations may return. 

The temperature is then permitted to increase 
slowly (87.8° to 89.6° F.). Most infants will re- 
spond satisfactorily in a recovery room, without 
artificial methods of raising temperature and will 
have a normal temperature within 10 hours. 


INDICATIONS AND CONTRAINDICATIONS 


Early conclusions are often proven incorrect 
at a later date, but at present we believe it is 
contraindicated to use hypothermia (1) the pres- 
ence of acquired heart disease, poor myocardial 
tone, and defects, (2) the use of hypothermia in 
noncyanotic infants and children for operations 
not requiring the interruption of circulation. 

The indications are (1) cardiac or extracardiac 
great vessel surgery in infants, (2) operations 
that require a complete interruption of the cir- 
culation, and (3) major surgery of any type in 
debilitated infants or children. 


CONCLUSION 


It has been possible to interrupt the circulation 
of an infant completely for as long as twenty-two 
minutes without evidence of renal, hepatic, cere - 
bral, or cardiac damage. 
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CONTROLLED HYPOTENSION DURING SURGERY 


HRANT H. STONE, M.D.! 


The intentional decrease of the systemic blood 
pressure during surgery to control blood loss and 
decrease operative time, is not a new practice. 
For many years, neurosurgeons have intention- 
ally withheld the replacement of blood lost dur- 
ing intracranial surgery in order to decrease the 
systemic blood pressure and thus establish hemo- 
stasis in a relatively bloodless field. They have 
lso employed the sitting position for various in- 
tracranial procedures in order to decrease bleed- 
ing, promote venous drainage from the head, and 
pool the blood in the dependent portions of the 
body. In this position, blood pressure usually fell. 
The late Harry Koster of Brooklyn for years uti- 
lized total spinal anesthesia with hypotension as 
a means of performing bloodless surgery with 
great rapidity. 

Following the second World War, interest in 
the use of hypotension during surgery was re- 
newed. This was in part due to the increase in the 
extensive types of surgical resections that were 
undertaken. Such surgery required large amounts 
of blood replacement. The use of controlled 
hypotension not only greatly reduced the blood 
loss, but also reduced the operative time. The 
inability to obtain adequate amounts of blood 
prior to surgery and the fear of serious transfu- 
sion reactions involving the liver and kidneys, 
prompted others to use controlled hypotension. 
In this country, Gardner in 1946 advocated arte- 
rial blood letting as a means of reducing mean 
arterial blood pressure and secondarily of estab- 
lishing hemostasis during intracranial surgery. 
When it was anticipated that blood loss would be 
brisk and difficulty might be encountered in ob- 

* Presented under the title ‘“Hypotensive Anesthesia’’ be- 
fore the Baltimore City Medical Society on Friday, February 
19, 1954, Osler Hall, Medical and Chirurgical Faculty of the 
State of Maryland Building, 1211 Cathedral Street, Baltimore 
1, Maryland. 

' Dirsctor, Department of Anesthesiology, Graduate Hos- 
pital, University of Pennsylvania; Assistant Professor of Anes- 
thesiology, Graduate School of Medicine, University of Penn- 


sylvania; Associate Professor of Anesthesiology, Woman’s 
Medical College of Pennsylvania, Philadelphia, Pennsylvania. 
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taining hemostasis, a variable amount of blood 
was removed from the patient via a radial artery 
into which a special arterial cannula had been in- 
serted before surgery. Arteriotomy was continued 
until the systolic blood pressure fell to 80 mm. 
Hg where it was maintained until hemostasis was 
ensured. Hypertensive patients were maintained 
at a systolic blood pressure of 100 mm. Hg. Fol- 
lowing the completion of the intracranial dissec- 
tion, the blood which had previously been with- 
drawn was readministered as an intra-arterial 
transfusion. This technic was utilized where 
excessive hemorrhage was anticipated. No com- 
plications or untoward effects were reported. 

In 1948, the use of induced hypotension was 
revived in Scotland by Griffiths and Gillies. Hy- 
potension was produced by the use of spinal 
anesthesia using dilute solutions of a local anes- 
thetic drug. The usual preoperative vasopressor 
drug was omitted. As a result of an extensive 
sympathetic nerve block, peripheral resistance 
decreased and blood pressure was reduced. The 
patient was then lightly anesthetized with a gen- 
eral anesthetic in order to decrease metabolic 
rate and oxygen requirements. Oxygen in con- 
centrations greater than that of room air was 
administered during the operation. The patient 
was then positioned with the operative site 
uppermost. This promoted pooling of blood in 
the dependent areas of the body and created a 
relatively ischemic operative field. It was felt 
that the reduction in systolic blood pressure to 
70 mm. Hg using this technic was safe providing 
that: 

1. Vasodilatation was produced by the spinal 

block 

2. Oxygenation of the arterial blood was en- 

sured 

3. Total blood volume was maintained by 

replacement transfusion. 

In 1948, with the introduction of a group of 
drugs with potent autonomic ganglionic blocking 
properties known as the methonium compounds, 
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hypotension could be produced without the cum- 
bersome technic of spinal anesthesia or the un- 
certainties of arteriotomy. Tetramethonium, 
pentamethonium, and _ hexamethonium - sur- 
planted other hypotensive agents. The method 
gained a great deal of popularity in Great Britain 
and soon spread to this country. 

The technic introduced by the English is some- 
what as follows—The patient is anesthetized 
with an intravenous barbiturate, a curare drug, 
and ethyl ether. Cyclopropane is avoided because 
of its tendency to raise blood pressure. An endo- 
tracheal catheter is inserted to ensure an ade- 
quate airway. Hexamethonium is then injected 
intravenously—the dose varying with the age 
and general condition of the patient. The usual 
initial dose in the young healthy adult is 50 mgm. 
The reduction in blood pressure which follows 
in the next 3-4 minutes is noted. A systolic blood 
pressure between 65 and 70 mm. Hg is desired. 
Additional doses of hexamethonium may be 
needed to reach this level but often, in addition, 
the head of the patient must be tilted upward to 
obtain the desired decrease in blood pressure. 
The patient is then positioned with the operative 
site elevated. This promotes drainage of blood 
away from the operative area and produces a 
relatively bloodless field. During surgery, the 
blood pressure is maintained at this low level. 
Blood loss is poorly tolerated and must be re- 
placed immediately. The return of the blood 
pressure to the normal preoperative level must 
be slow to prevent secondary hemorrhage. The 
use of vasopressor drugs postoperatively is gen- 
erally avoided. During the postoperative period, 
the patient is kept horizontal and observed 
closely. The duration of ganglionic block with 
these agents is 3 to 4 hours. Recently a new auto- 
nomic ganglionic blocking drug known as Arfo- 
nad has been used in place of hexamethonium. 
This drug, a thiophanium compound, produces 
ganglionic block of short duration which permits 

- a more controllable type of hypotension. 

Hypotension produced by a decrease in effec- 

tive circulating blood volume as seen in surgical 


shock and also controlled arteriotomy, is vastly 
different in its effects on tissue circulation, than 
is hypotension produced by a block of the auto- 
nomic ganglia. With decreases in blood volume, 
peripheral vasoconstriction occurs with a reduc- 
tion in peripheral blood flow. However, with the 
use of sympathetic blocking agents, peripheral 
vasodilatation selectively occurs which, to a 
certain degree, maintains tissue blood flow. 

The ultimate detrimental effect of a reduced 

mean arterial blood pressure depends upon the 
insufficiency of blood flow to certain critical or- 
gans such as the heart, brain, liver and kidneys. 
The blood flow to an organ depends upon the 
mean arterial blood pressure and the vascular 
resistance to the flow of blood within that organ. 
During hypotensive periods, there is a concomi- 
tant decrease in vascular resistance which 
roughly parallels the decrease in mean blood 
pressure. The ability of the body to make a satis- 
factory compensation in terms of maintained 
organ blood flow depends upon the following 
factors: 

1. The Duration of the Hypotension: Short 
periods of hypotension are tolerated better 
than prolonged ones. Is there a deterio- 
ration of effective compensation with 
maintained hypotension? Bunschwig has 
suggested 114 hours as the maximum du- 
ration of the hypotensive period. It re- 
mains for the clinician who employs in- 
duced hypotension to determine the safe 
duration of its use. Thus far a safe period 
of hypotension cannot be defined. 

2. The Degree of Hypotension: It has not been 
established that vasodilatation can paral- 
lel extreme reductions in arterial blood 
pressure with maintenance of organ 
blood flow. When the decrease in mean 
arterial blood pressure goes below the 
critical pressure necessary for the blood 
flow to a specific organ, circulatory insuf 
ficiency will result no matter how com 
plete the vascular dilatation within that 
organ. Hampton and Little, in a survey o! 
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the complications of controlled hypoten- 
sion, demonstrated a significant increase 
in the incidence of complications when 
systolic blood pressure was maintained 
below a level of 80 mm. Hg. 


3. The Condition of the Blood Vessels: Espe- 


cially those of the heart, brain, liver and 
kidneys. If these vessels are sclerotic and 
inelastic, dilatation in response to hypo- 
tension cannot occur. This is the un- 
known quantity with individual variation 
which makes the ultimate effects of in- 
duced hypotension unpredictable. There- 
fore, before hypotension is used, some 
attempt must be made to evaluate the 
degree of circulatory elasticity present. 
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been experimentally studied. These results are 
briefly presented. 
1. Effect of hexamethonium on cerebral cir- 
culation. 
Recent investigation has demonstrated 
that with a reduction in mean arterial 
blood pressure of 47% there was not a 
significant reduction in cerebral blood 
flow. Cerebral metabolism was not 
changed. A 46% decrease in cerebral 
vascular resistance maintained the cere- 
bral circulation. It is not to be implied 
that similarly effective compensation 
always accompanies greater blood pres- 
sure reductions. 
2. Effect of hexamethonium on cardiovascu- 


4. The Metabolic Needs of the Tissues During lar system. 
Hypotension, Especially Those of the In patients without congestive heart 


Heart and Brain: Lower cellular oxygen 
demand will permit greater reductions in 
blood flow without ill effect. Metabolism 
is lowered by preanesthesia medication, 
general anesthesia and lowered body tem- 
peratures (refrigeration). Spinal anes- 
thesia, by its reduction in peripheral re- 
sistance and cardiac output, reduces the 
work of the heart and hence the demand 


failure and whose cardiac outputs were 
in the normal range, the hypotensive re- 
sponse to hexamethonium was accom- 
panied by a decreased cardiac output and 
little or no change in total peripheral 
resistance. Fall in blood pressure with 
hexamethonium was due to a decrease in 
cardiac output on the basis of a decreased 
venous return. This is verified by a uni- 


for coronary blood flow and oxygen. It is form reduction in pressure of the right 


possible that the heart is not damaged 
during moderate hypotension if the coro- 
nary vessels are capable of dilatation. 


side of the heart. Fall in blood pressure 
with hexamethonium is not entirely due 
to a reduction in peripheral resistance. 


5. The Production and Liberation:of Specific 3. Effect of hexamethonium on hepatic-portal 


Depressant Substances Arising from 
Ischemic Tissues: Shorr has demonstrated 
the production of such a substance in the 
liver of shocked animals. Does such a sub- 


blood flow. 

Despite a moderate reduction of hepatic 
vascular resistance, estimated hepatic- 
portal blood flow usually falls after hexa- 


stance play any part in the prolonged methonium. 

postoperative hypotension frequently 4. Effect of hypotension on renal blood flow. 
seen following the clinical use of induced Renal plasma flow decreases paralleling 
hypotension? Perhaps other toxic prod- the initial fall in arterial pressure and 
ucts are also liberated which adversely then rises to approximate control levels 


affect body physiology. 


The effect of the reduction in mean arterial 
blood pressure by hexamethonium on the circu- the effects of hypotension than are other 
lation of the heart, brain, liver and kidneys has 


despite a continued hypotension. The 
kidneys appear to be more resistant to 


critical organs. 
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Many complications have been reported inci- 
dent to the use of controlled hypotension and 
probably reflect a deficiency in organ blood flow 
during the hypotensive period. The incidence of 
these complications is very difficult to establish 
on a cause and effect basis. Too many complex 
factors could influence their development. It is 
important to point out that the incidence of 
complications is significantly greater when the 
level of the systolic blood pressure is maintained 
below 80 mm. Hg. From the results of a survey 
of 21,000 cases where induced hypotension was 
used, 46 deaths attributable to the method were 
reported or an incidence of 1 in 459 cases. The 
incidence of complications was vastly higher 
(549) or 1 in 38 cases. 

Induced hypotension may be used prophylac- 
tically (to reduce blood loss) where excessive 
amounts of blood loss are anticipated during sur- 
gery or it may be used as a therapeutic tool to 
arrest otherwise uncontrollable hemorrhage 
which has occurred. 

Since the majority of the complications en- 
countered are referrable to derangements of func- 
tion of the brain, heart, and kidney, it might 
appear unwise to use controlled hypotension in 
aged, sclerotic patients who give a history of 
coronary, cerebral or renal insufficiency. 

While the concept of the control of operative 
bleeding by induced hypotension is old, its pos- 
sible acceptance as a routine procedure is 


Controlled Hypotension During Surgery 


guarded. The question that must still be an- 
swered is “‘How safe is induced hypotension”? 
No one can question the value of induced hy- 
potension during surgery. Uncontrolled hemor- 
rhage may jeopardize the life of the patient; it 
prolongs operating time and prevents the com- 
pletion of a proposed operation. It has had many 
clinical trials with excellent results. The reports 
are encouraging. However it is difficult to alter 
our concept of thinking in terms of normal blood 
pressures. Too long has the importance of ade- 
quate pressure head been stressed to suddenly 
have it abandoned. It must be recognized that 
hypotension is potentially dangerous and the 
indication for its use must outweigh its serious 
implications. The decision to use controlled hypo- 
tension should be made by the surgeon not the 
anesthesiologist. It should be employed as a sur- 
gical adjunct with full knowledge that it violates 
the cardinal surgical teaching of hemostasis. The 
ultimate acceptance of this technic must await 
the test of time with the accumulation of evi- 
dence demonstrating a lower incidence of mor- 
tality and morbidity when it is employed. Would 
it not be preferable to employ less drastic reduc- 
tion in blood pressure producing a modified 
hypotensive technic which could permit relatively 
bloodless surgery with a greater margin of safety 
than to rely upon acute reductions of blood 
pressure which are potentially dangerous? 


ANNOUNCEMENT OF REGULAR CORPS EXAMINATION FOR 
MEDICAL OFFICERS 


United States Public Health Service 


A competitive examination for appointment of Medical Officers to the Regular Corps of the 
United States Public Health Service will be held on June 1, 2, and 3, 1954. Examinations will 
be held at a number of points throughout the United States, located as centrally as possible 
in relation to the homes of candidates. Applications must be received no later than A pril 30, 


1954. 
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FORMS OF PURPURA’ 


Diagnosis and Treatment 


MILTON S. SACKS, M.D2 


In the brief time available, one cannot cover 
in too adequate fashion the many aspects of pur- 
pura. I should like therefore, after a brief classi- 
fication, to concentrate on the results which we 
have obtained during the past two years with the 
use of Cortisone, either alone or in combination 
with splenectomy, in thrombocytopenic pur- 
pura. 

The physician faced with clinical manifesta- 
tions of subcutaneous hemorrhage and/or mucous 
membrane bleeding of various sorts, must dif- 
ferentiate as early as possible the thrombopenic 
and the non-thrombopenic forms. The platelet 
count is the basis of this differentiation. The 
trained observer may form an accurate opinion 
by inspection of a good blood smear; this can 
be amplified by quantitation. Other diagnostic 
features of thrombocytopenic purpura include 
prolonged bleeding time, increased capillary 
fragility, and impaired clot retraction. 

Of the non-thrombopenic forms the chief one 
is Henoch-Schonlein, or anaphylactoid purpura, 
which is characterized by the following syn- 
drome: petechial and purpuric lesions of the 
skin, transitory joint swellings and bouts of 
colicky abdominal pain, frequently associated 
with the presence of blood in the stools. All of 
these features may not be present in every case. 
This is a rather interesting form of purpura. Al- 
though much has been added to our knowledge 
of this syndrome in recent years, its basic mech- 
anism remains unknown. The difficulty appears 
to be an immunological one and hemorrhage is 
due not to coagulation defects but to vascular 
pathology. Other forms of non-thrombopenic 

1 Presented at the Annual Meeting of the Medical and 
Chirurgical Faculty of the State of Maryland, Wednesday 
Morning, April 29, 1953, Osler Hall, Baltimore, Maryland. 

2 Associate Professor of Medicine and Director of Clinical 


Pathology and Rh Laboratory, University of Maryland School 
of Medicine. 


purpura exist, but are of lesser significance and 
will not be considered here. 

Our next major consideration will be forms of 
thrombocytopenic purpura. These cases are 
classified as either primary or idiopathic throm- 
bocytopenic purpura or secondary thrombocyto- 
penic purpura. Since management of these two 
groups is quite different, careful distinction is 
essential. 

Secondary thrombocytopenic purpura may be 
associated with some other blood dyscrasia such 
as aplastic anemia or a myelophthisic process in 
which there is invasion of the bone marrow by 
malignant cells of various types. One must al- 
ways be sure that there isn’t some other under- 
lying blood dyscrasia of which the purpura is 
merely one manifestation. The removal of the 
spleen in such cases may have very serious and 
tragic consequences. Secondary thrombocyto- 
penic purpura may also be due to drug toxicity 
and it is of considerable importance to get a com- 
plete history with regard to the ingestion of 
various drugs. Among the common offenders in 
recent years has been quinidine. We have seen a 
number of cases of thrombocytopenic purpura 
following the administration of quinidine for the 
correction of a cardiac arrhythmia. 

Recently, also there have been a number of 
reports of thrombocytopenic purpura following 
the use of butazolidine, and other cases have ap- 
parently been associated with the administration 
of chloramphenicol and streptomycin. Gold salts, 
arsenicals, sulfonamides, etc., have also been 
incriminated from time to time. I merely mention 
a few to emphasize the importance of obtaining 
a careful history in regard to the administration, 
or self-ingestion of various drugs. 

Many of the purpuras of the secondary variety 
will promptly improve upon discontinuance of 
the drug and the administration of Cortisone 
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over a short period of time. Some may result in 
permanent bone marrow damage with a resultant 
aplastic anemia. 

Finally we come to the group which I would 
like to consider more fully today, namely, idio- 
pathic thrombocytopenic purpura. 

This is a disease predominantly of children 
and young adults. When one examines statistics 
collected from the literature, it is apparent that 
approximately seventy-five per cent of these cases 
occur within the first three decades of life. One 
cannot, however, rule it out in elderly people. In 
fact one of the cases in the series which I am 
going to present today, was eighty years of age. 

The etiology of this disease is still not known, 
although within the past two years important 
advances have been made. Harrington and his 
co-workers at Washington University, in St. 
Louis, demonstrated that there was present in 
the circulating blood of these patients a factor 
associated with gamma globulin, presumably an 
antibody, which is capable of agglutinating and 
perhaps destroying platelets. 

This factor is transmissible from one human 
to another. Experiments were carried out with 
blood from patients with idiopathic thrombo- 
cytopenic purpura. This was transfused into 
normal compatible individuals who then 
promptly developed purpuric manifestations and 
a low platelet count which persisted for perhaps 
one to two days and then gradually returned to 
normal. It was thus demonstrated that it was 
possible to passively transfer the disease for a 
brief period. 

Another demonstration of this passive trans- 
fer is seen in pregnant women with idiopathic 
thrombocytopenic purpura, who occasionally 
give birth to babies with congenital thrombo- 
cytopenic purpura. The disease lasts only for 
one to two months in the infant and then dis- 
appears. In other words, this globulin factor is 
capable of passing across the placental barrier. 

The factor may persist for many years in the 
blood of the patient even after removal of the 
spleen. It is felt that the spleen is not an impor- 


tant site of formation of this particular factor 


and that the removal of the spleen which has 
been done for some forty-five years now, merely 
removes the major site of destruction of plate- 
lets. 

Until recently there have been two major ap- 
proaches to the treatment of this disease. One 
was the so-called conservative management, and 
the other, splenectomy. Conservative manage- 
ment meant doing nothing. The reason for such 
an approach was based upon the fact that many 
of these patients underwent spontaneous remis- 
sion if one waited long enough. The patient was 
put to bed and transfusions were given if neces- 
sary. Blood has no curative properties as far as 
this disease is concerned. It merely replaces red 
cells and hemoglobin if needed. There was no 
specific drug therapy. If the patient got well 
within a period of a few weeks or a month or two, 
this was hailed as a triumph of conservative 
therapy. Actually it was spontaneous improve- 
ment in the disease itself. If the patient did not 
respond, splenectomy was the next thing. Splen- 
ectomy was not always the answer either, 
because a definite proportion of patients failed 
to respond even to splenectomy. 

A more careful analysis of this disease reveals 
that it follows a different pattern in children as 
compared to adults. The incidence of spontane- 
ous remission is quite high in children and com- 
paratively low in adults. The incidence of serious 
internal bleeding, particularly cerebrovascular 
accidents, is low in children but considerably 
higher in adults. 

Three clinical varieties of idiopathic thrombo- 
cytopenic purpura are recognized. The acute 
form which runs its course within a few months 
frequently improves spontaneously. If symp- 
toms persist beyond three months, the case may 
more properly be called chronic thrombocyto- 
penic purpura. There is also a recurrent form in 
which the patient who spontaneously improved 
or was splenectomized, has a recurrence months 
or years later. 

I should like to present to you an analysis of 
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results which we have obtained in the past two 
years in the treatment of seventeen cases of idio- 
pathic thrombocytopenic purpura, either with 
Cortisone alone, or with Cortisone and splenec- 
tomy. In the series of seventeen cases, there were 
nine children and eight adults. The age range in 
the young group was two to five-and-a-half years. 
In the adult group, patients ranged from eighteen 
to eighty years of age. There were thirteen fe- 
males and four males (a ratio of three to one). In 
the literature generally, the considerably higher 
iemale incidence is also quite striking. This may 
be of some etiological significance. It is of interest 
to note that fifteen of these patients were white 
and only two were negroes. The disease is com- 
paratively rare in negroes. 

Ten patients in this group had a complete re- 
covery and have now been followed for almost 
two years without recurrence. These patients 
were treated only with Cortisone. It will be 
noted that eight of the ten were children and only 
two were adults. The latter were young women 
eighteen and twenty years of age respectively. 
One fact that immediately stands out is that 
Cortisone seems to be of value mostly in the 
younger patients with idiopathic thrombocyto- 
penic purpura. 

Only one child in the group of nine children 
had to be splenectomized. This child was fol- 
lowed for almost a year. She had a spontaneous 
recovery on Cortisone. Cortisone was discon- 
tinued; the disease recurred. Again Cortisone, 
and again recovery; again taken off drug, and 
again relapse. It became apparent that we were 
dealing with chronic thrombocytopenic purpura, 
and that it was not wise to continue Cortisone 
indefinitely in a growing child. Therefore she 
was splenectomized and has had an excellent 
recovery. 

Four of the adults have been splenectomized 
and one additional patient should be splenecto- 
mized, but has left town with her family. We see 
therefore that five patients in this group recov- 
ered either through the use of Cortisone, pre- or 
post-operatively and splenectomy. The mortality 


rate in this group of seventeen, was 6%; only 
one patient died, a male aged eighty vears. 

Some data regarding the use of Cortisone will 
next be considered. The average duration of 
symptoms prior to use of the drug was about 
sixteen days. Remission was observed approxi- 
mately within one week after starting Cortisone. 
Prior to the use of Cortisone the best available 
figures demonstrated about sixty per cent re- 
mission rate within one month, and about 
eighty per cent within a period of three months, 
in children. In the group presented today eight 
of nine children underwent remission within 
twenty-three days after the onset of symptoms. 
It is possible that if the patients had sought 
medical attention earlier, the average duration 
might have been even shorter. Approximately 
0.75 gm. of Cortisone was required on the 
average to produce a remission and a total dose 
of about 2.4 grams was given during the entire 
course of treatment. To date it appears that 
remission is complete and relatively permanent. 

Certain interesting features of a few of the 
adult patients are worthy of note. One patient, 
a female aged 40 years, had a remission with 
Cortisone therapy, but relapsed when the drug 
was discontinued. Cortisone was again used with 
success and the patient was splenectomized while 
still on the drug and in remission. In other words, 
she went to surgery at an optimum time as far 
as bleeding tendency was concerned. 

Another patient, a fifty-four year old man, 
failed to respond to Cortisone and was splenec- 
tomized. His platelets did not rise after splenec- 
tomy. He was followed fer a period of several 
weeks during which time there was recurrence of 
bleeding manifestations. In pre-Cortisone days, 
one would have had to wait and hope for the best. 
It is interesting to note that although this patient 
did not respond pre-operatively, when given 
Cortisone post-operatively his platelets rose to a 
normal level and have been maintained now for 
about ten months without difficulty. 

A further case of interest was a pregnant fe- 
male who was first diagnosed in the twelfth week 
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of her pregnancy. Thrombocytopenic purpura 
and pregnancy do not go well together. The ad- 
ministration of Cortisone resulted in a prompt 
remission of the disease. The dose was tapered 
off because of possible effects on the fetus, and 
we see a variable platelet count. She was kept 
on Cortisone until delivery. The delivery was 
perfectly normal and resulted in a child who had 
thrombocytopenia but no bleeding. Within two 
months the infant’s platelet count rose to normal 
and has remained so ever since. Following deliv- 
ery, the patient herself was taken off Cortisone 
and has relapsed. She is now a candidate for 
splenectomy. 


In summary, then, the conservative manage- 
ment of thrombocytopenic purpura has begun 
to assume some definite meaning other than 
watchful waiting and hoping for spontaneous 
remission. The use of Cortisone has definitely 
changed the outlook in regard to treatment of 
this disease in children. In adults, the use of 
Cortisone has not been quite as successful but 
in some cases it has converted a patient with a 
serious bleeding tendency to one with a better 
risk as far as surgery is concerned. Finally, 
Cortisone seems to have value in the treatment 
of recurrent cases of thrombocytopenic purpura 
following splenectomy. 





In Viewing the VA Medical Program .. . 








veteran population | 














1924 5S MILLION 1953 





20 MILLION 1975 @ 


UMT 
FUTURE WARS 











The U. S. veteran population now includes about 40% 
of all adult males. Under existing legislation, the 
federal government is obliged to provide ‘’free’’ medi- 
cal care for many of these veterans, if they request it. 
The medical profession questions the soundness of 
providing medical care at federal expense to veterans 
with non-service-connected disabilities. It is likely that 
by 1975 the U. S. will truly be a ‘‘nation of veterans.” 
If the VA medical program continues to accept 
responsibility for the care of veterans with service- 
connected and non-service-connected disabilities alike 
it is difficult to see how a complete federal health 
program can be avoided. 
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GEORGE HENRY RIGGS, M.D.'2 


Back for a visit in his native County where he 
spent more than sixty years in active medical prac- 
tice, is a slight, kindly faced, white haired gentleman, 
now near his eighty-fourth birthday, whose name in 
professional circles is synonymous with conservative, 
constructive care and treatment of the mentally ill. 

Dr. George Henry Riggs was born June 20, 1870 
in Ijamsville, to become one of the country’s early 
psychiatrists and founder of Maryland’s third oldest 
‘nstitution for nervous and mental diseases. Today, 
under new ownership, the Riggs Cottage Sanitarium 
still retains the founder’s name. 

Now retired, Dr. Riggs divides his time between 
the homes of a son in Washington and a daughter in 
Arlington, Va. Even out of practice, the veteran 
doctor is well remembered and occasionally con- 
sulted by some former patient who prefer the mature 
opinion of the older man to that of some “youngster” 
of no more than twenty or thirty years’ experience. 


PSYCHIATRY LITTLE KNOWN 


In 1896 when Dr. Riggs opened his Ijamsville 
Hospital, neuropsychiatry was in its infancy, 
unrecognized as a medical specialty, yet many tech- 
niques claimed by present-day physicians as “‘mod- 
ern” were developed and used in the Cottage Sani- 
tarium half a century ago. Much has been made in 
recent years of the “discovery” of the therapeutic 
value of music, but before the turn of the century 
Dr. Riggs observed patients’ happy response to 
piano recitals by Mrs. Riggs, and to dancing. Con- 
certs and dances became an important part of 
hospital routine. 

Mrs. Riggs also conducted occupational therapy 
classes, then a startling innovation in the care of 
mentally affected patients. 

For generations the Riggs family has been a 
prominent one. Christopher M. Riggs, father of the 
physician, was a thrice elected member of the state 

' Reprinted by courtesy of The News, Frederick, Mary- 
land, 2-12-54, and written by its feature writer, Mrs. Betty 


Sullivan. 
* Contributed by A. Austin Pearre, M.D. 





legislature, and through his mother, Angeline 
LaBarre Riggs, Dr. Riggs is descended from a 
French officer, Capt. Lorenzo LaBarre, who came 
to America with LaFayette, and remained here after 
the victorious end of the Revolution. 

Dr. Riggs’ own lifetime has spanned revolutionary 
changes in medical concepts, education, and practice. 
He is one of the few survivors who “read medicine” 
with an established practitioner before college 
matriculation. For two years young George Henry 
Riggs was a student in the New Market office of 
Dr. Jesse M. Downey, distinguished family doctor. 
Prior to that he attended public schools in Frederick 
County and Baltimore City, and spent six years at 
the Glen Ellen Academy at Ijamsville. In 1891 he 
was graduated from the University of Maryland 
Medical School, a classmate of the late Dr. E. C. 
Kefauver. His first office was in Frederick with Dr. 
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Franklin B. Smith. A year later he went to Relay 
as associate resident physician at Conrad’s Sani- 
tarium, oldest private treatment center in Maryland 
for mental and nervous diseases. 


First SANITARIUM PATIENT 


An attack of typhoid fever in 1896 brought Dr. 
Riggs home to recuperate, and while he himself was 
a shaky convalescent, a physician friend in Wash- 
ington, impressed by the young doctor’s success with 
mentally ill patients at Relay, and charmed with the 
pleasant Ijamsville countryside, saw the combination 
as the ideal solution to a problem. He implored care 
in the Riggs home for a young friend seriously ill of 
a nervous disorder. Almost immediately this first 
patient was joined by a second, and a third, and 
youthful Dr. Riggs found himself head of an em- 
bryonic sanitarium. State licensure hurried develop- 
ment of the new hospital which soon had filled its 
capacity of 27 patients. At first both men and 
women were treated but lack of male nurses in 
World War I, forced Dr. Riggs to limit admission 
to women patients, and so the Cottage Sanitarium 
functions today. 

The buildings purchased by Dr. Riggs from his 
family, were actually cottages, three of them, 35 x 
35 feet square, separated by fifty feet, and sprawled 
along the crest of a low hill. They’d been built of 
Maine timbers in 1862 by the Maryland Slate Com- 
pany for Welsh laborers in the adjacent slate quar- 
ries, now long abandoned. 

Dr. Riggs’ plan of linking the original cottages by 
connecting structures to provide kitchen, during 
room, sun parlor, and additional bedrooms proved 
satisfactory for the years and in 1954 the Sani- 
tarium proper, now owned and administered by Dr. 
Joseph Lerner, of Pennsylvania, is in the same pat- 
tern the local physician devised in 1896. Dr. Hosea 
McAdoo, who purchased the Riggs Cottage Sani- 
tarium in 1939, changed and remodeled barns, 
houses for employees, and other buildings. 


PATIENT SEEN As HuMAN BEING 


In July, 1896, Dr. Riggs married Cordelia, 
daughter of Benjamin and Anna _ Eichelberger 
Duvall, and as a team they planned and worked 
for the new Sanitarium. Mrs. Riggs supervised the 
kitchen, devised special diets, and assisted her 
husband in administrative detail. 

To Dr. Riggs every patient was a human being 
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to be seen and treated as an individual. Today’s 
physicians have adopted that concept and call it 
“ultra modern,” yet this early psychiatrist held 
steadfastly to his conviction that every sick perso: 
must be studied as a whole personality, not merely 
as a conglomeration of clinical symptoms ani 
laboratory reports. 


LIFE WITHOUT VACATIONS 


From the day he started practice until his retire- 
ment after he was eighty, Dr. Riggs never took a 
vacation, but managed to crowd into his busy life 
successful practice in two phases of medical work. 
As psychiatrist he treated 1,030 patients at the 
Sanitarium and simultaneously during the more 
than forty years he conducted that institution, he 
did general practice as a horse-and-buggy country 
doctor. He has records of more than a thousand 
babies delivered and today, as he strolls the streets 
of Frederick, it is nothing unusual for a stranger to 
stop and shake his hand and say: ‘‘You brought me 
into the world, Dr. Riggs.” 

From all his recollections of medical practice, per- 
haps the 1918 influenza epidemic is most deeply and 
dramatically etched on the doctor’s mind. Deferred 
from military service in World War I, as essential in 
his home community, Dr. Riggs was the only doctor 
in the Ijamsville area when “‘flu raged.” Days and 
nights took on nightmare character. Too worn out 
to drive the car, the physician was transported by 
alternating chauffeurs in two automobiles while he 
made as many as 40 home visits a day, saw 30 more 
office patients, and kept up his hospital routine. 

On one home visit Dr. Riggs found not one but 
fourteen patients in the house. He learned to go 
virtually without sleep himself, to protect himself 
by wearing constantly a surgical mask over nose 
and mouth, and to try to allay the panic wrought 
by the epidemic. 


SANITARIUM SOLD TO Dr. McApoo 


In August, 1939, Dr. Riggs sold the Riggs Cottage 
Sanitarium to Dr. McAdoo who, with his wife, Dr. 
Julia Kagan, operated it until last summer when ‘t 
was purchased by Dr. Lerner. 

Mrs. Riggs died June 16, 1940. For three years 
Dr. Riggs did general practice in Frederick City. 
Then for a time he had offices in Bethesda where the 
wartime shortage of medical care had become acut:. 

Later, married to Elizabeth Downey Stone 

















Gillelan, daughter of the physician with whom long 
ago he had “read medicine,” Dr. Riggs went to 
Emmitsburg to live and to do general medical 
practice. The second Mrs. Riggs died suddenly of a 
heart attack January 23, 1950. 

Dr. Riggs never has forsaken his conservative ap- 
proach to problems of mental and nervous illness. 
Modern tensions result, he feels, from the pitch of 
excitement in which people live, from their irregular 
hours, and from an increasing reliance on alcohol. 
He believes, ‘‘the important thing is to build up the 
general resistance of the patient, to use recon- 
structive, reeducational therapy until we find that 
is not sufficient.” Only if conservative therapy fails, 
does he see justification for recourse to drastic 
measures. 

Dr. Riggs is a past-president of the Frederick 
County Medical Society of which he is a life mem- 
ber, and holds life memberships in the Medical and 
Chirurgical Faculty of Maryland, the American 
Medical Association, the Maryland Psychiatric 
Society and the American Psychiatric Association. 

He is a former member of the Southern Medical 
Association, the Tri-State Medical Society of Mary- 
land, Virginia and the District of Columbia, and of 
the Clinical Society of Maryland. He also is past 
master and life member of Philantropic Lodge 168, 
AF & AN, New Market, and of the Masonic 
Veterans Association of Maryland. He was on the 
executive staff of Frederick City Hospital for 25 
years and was a lecturer to students in nurses train- 
ing school. 
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Dr. George H. Yeager: By way of background, I simply 
want to explain that this meeting is an innovation, just as 
the Journal was an innovation about a year ago. We have 
been extremely anxious to meet with the County representa- 
tives, particularly with reference to the material they are 
submitting for publication to the Journal. 

When we established the Journal, we established it with 
the primary hope that it would appeal to the county member- 
ship, to the doctors in general practice, and that there would 
be more satisfactory contact between the state headquarters 
and the general membership. Most journal representatives 
have expressed the hope that they could meet and discuss in 
more or less round-table fashion their problems. They also 
hoped to meet the Editorial Board and exchange ideas as to 
what should be published in the Journal and what type of 
Journal we should develop. 

Dr. Chatard, who unfortunately cannot be here because of 
illness sends his regrets. 

We have had a Journal for about a year. In the position of 
editor it is difficult for me to decide whether the Journal is 
well liked and whether it is a popular publication to the mem- 
bership. Maybe I have been misled. Most people who have 
discussed it with me seem to be quite pleased and seem to 
feel that it has fulfilled a needed purpose with the membership. 

I am now going to ask Mr. Kirkman to discuss the finances 
of the Journal. 


JOURNAL EXxPENSE—MRr. KIRKMAN 


Mr. Kirkman: When the Journal was first taken under 
consideration, it was thought we might have a publication 
of approximately forty pages of which twenty might be tech- 
nical and twenty might be ads; perhaps to come out every 
other month or quarterly. We soon found out that that was 
erroneous for two reasons. In the first place, a Journal limited 
to twenty pages for technical and departmental items would 
not be a creditable organ of information. 

And then, since we are dependent upon income from ad- 
vertisements, we found that national advertisers would not 
be interested in a bi-monthly or a quarterly publication; they 
wanted one beginning with the calendar year. This upset our 
schedule a little bit and meant that we started the publica- 
tion January 1, before we really had completed the ground- 
work and made preparation for carrying the editorial and 
clerical work. 

However, we got started and it soon became apparent that 
the original concept of the size was erroneous and so that has 
been expanded as you know, and now we run a journal any- 
where from seventy to ninety pages. 
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Now I think Dr. Yeager is interested in the cost for this 
reason. When the Council decided upon the publication of the 
journal it was known that it would be difficult to obtain enough 
revenue from the advertisements to fully finance the project, 
and so it was decided to allocate a dollar-and-half of the mem- 
bers’ dues toward the publication. It has worked out like this. 
We estimated originally on twenty-six hundred copies. The 
circulation has increased by demand, so that now we publish 
twenty-nine hundred copies and it has gone as high as three 
thousand. 

We have had excellent cooperation from the Advertising 
Bureau of the American Medical Association which is a bureau 
maintained by the AMA for the purpose of securing advertis- 
ing contracts for all state journals. The cost of maintaining 
this bureau is prorated against the various state journals so 
that the cost is not taken from the dues of the members of 
the AMA. They have succeeded in getting us advertising which 
amounts to about twelve hundred dollars a month, and then 
we are getting some local ads which are more than we antici- 
pated but not enough to do what we want to do. In other words, 
we have a total income of around fourteen hundred dollars 
from ads, a month. 

Now I want to pause right there and ask the men, particu- 
larly from the Counties, if they can obtain information 
about any local concerns who might be interested in advertis- 
ing. I would like to know about it and I’d be glad to follow 
it up. We do need some more advertising income to the extent 
of two or three hundred dollars a month, to do what we want 
to do. 

Every month Dr. Yeager, Miss Wynde and myself, have a 
Council of War about the amount of material we can publish. 
There seems to be a wealth of very excellent material that 
Dr. Yeager would like to get before the members. But he is 
restricted by the amount of money that I have available, for 
after all, we have to pay our bills. 

Now it costs about fifteen hundred dollars a month to print 
the Journal. We have one of the best printers in this section 
of the country. The Waverly Press, as you know is associated 
with Williams & Wilkins. They are publishers of scientific 
journals and books, so I think you will find the quality of 
printing and the format is excellent and cannot be improved 
upon. 

Hardly a month goes by, but we get some letter from the 
Advertising Bureau of the AMA calling attention to inappro- 
priate or bad printing. It never applies to the Maryland State 
Medical Journal. 

The fifteen hundred dollars a month, is the printing cost, 
and in addition we have other expenses such as the services of 
a proof-reader who was formerly with the Waverly Press, and 
is experienced in reading proof of scientific articles. 

Then, in order to obtain some very good material, we use 
a reporter at the meetings of the Baltimore City Medical 
Society and we have to pay for the transcriptions of that, of 
course. But that has been the source of a number of very ex- 
cellent articles. 

So the incidental costs run about two hundred dollars a 
month, which make the total cost about seventeen hundred 
dollars a month as compared with the advertising income of 
fourteen hundred dollars. So that it costs us, out of our dues 





money, three hundred dollars a month; thirty-six hundred 
dollars a year, which for twenty-four hundred members is 
just a dollar-and-a-half that we estimated at the beginning. 

By holding the journal to its present volume in content, 
we are balancing the budget pretty well, but if it is possible 
to secure additional advertising revenue, it will be possible 
for us to expand the Journal in some departments and I think 
it will be more readable, more interesting and more inform:- 
tive. I’ll come back to my thesis that if any of the members 
can help me out by securing some local ads, we will greatly 
appreciate it and even give them fifteen per cent commission 
which is the advertising agencies’ commision. 

Dr. Wagner: There are two ads we cannot accept, whiskey 
and contraceptives. 

Mr. Kirkman: Well, the Council of the AMA reversed 
itself on whiskey advertising. However, we haven’t been able 
to get any. Maybe our members don’t buy enough to interest 
the distillers. We did have what we thought was a very lucra- 
tive ad. Under pressure from the AMA they sent a whiskey 
ad for the Journal of the AMA. It was not sensational adver- 
tising of the type you see in the popular magazines but rather 
dignified, and we said we would accept it. However we never 
received it. 

Of course in reference to drugs and food products which 
are nationally advertised we are limited under our agreement 
with the Advertising Bureau of the AMA to those products 
which have been approved by the Council on Pharmacy and 
Chemistry of the AMA, or the Council on Foods and Nutrition. 
This limits us somewhat. It isn’t too easy to get ads especially 
for a journal like this, especially locally. 

I’ve been refused consideration on two occasions by the 
Board of Directors of the Retail Merchants Association. I 
could get some Department Store ads if it weren’t that they 
are tied up with their own organizations and they disapprove 
all specialty journals. They say if they want to sell dresses, 
shoes or hats they want to put their money in the newspaper 
where they can talk to a million-and-a-half people, not to 
twenty-six hundred doctors. So it is rather difficult to get 
local ads, and that is where I am pretty well stumped. 

The AMA has done what they promised to do when they 
had this under consideration. They have given us about the 
number of pages of ads they promised and we have gotten 
more locally than we expected to in the beginning. But there 
is a tremendous field if we had somebody to work it up and 
make solicitations. 

I think that is all I have at the moment. (APPLAUSE) 

Dr. Yeager: Are there any questions anyone would like io 
ask Dr. Kirkman? 

From Audience: Would it help if we all switched ‘o 
Camels? 

Dr. Wagner: We have Camels and we have Phillip Morris. 

Question: As I understand it, the large newspapers for 
instance print a certain portion of their material on rag pap«r 
and a certain portion on pulp paper, the idea being that 
rag paper is much more expensive. I would venture to say 
that not more than ten per cent of these journals that are 
published and sent around the counties are saved any length 
of time. Those which are sent to libraries etc., should be on 2 
fine grade of paper. It seems somewhat of a waste for very 
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fine, fancy paper to be sent to someone who is going to dis- 
card it in the waste basket or give it to the nearest hospital 
so that the hospital has seven copies or so. And it seems to me 
you might be able to save some money on paper where a printer 
would give you a better rate on cheaper paper—say four-fifths 
of your edition. Something like that? 

Dr. Kirkman: I don’t believe it would save a great deal 
because it means you have to stop the run and change the 
paper. The time consumed in making that changeover, offsets 
the cost of paper. The cost in printing is composition. Now 
this kind of composition runs from ten to twenty dollars a 
page. The average cost per page including ads is seventeen 
dollars. Small type and particularly in tabular form will run 
up to twenty dollars a page. The average is twelve or thirteen 
dollars per page just for composition, and the completed jour- 
nal has been averaging seventeen dollars per page. So you 
see the paper—and it is a finest grade of paper (you are per- 
iectly right)—is not a very significant part of the cost. It’s 
the composition. And of course, the color is important. Color 
work is thirty-five dollars a page extra and we don’t make any 
money on colors. 

Dr. Yeager: I believe if we should publish ten or twenty 
per cent of our journal pages on a good grade of paper, then 
another percentage on another grade, it would pose quite a 
problem. 

Question: What about national distribution to various 
medical schools and libraries? 

Dr. Yeager: There is an exchange that is quite extensive. 
Most of it is an exchange, journal for journal. Some of the 
savings to the Faculty have been indirect. Many of the jour- 
nals that we formerly had paid for are now being received on 
an exchange basis. The library reflects a saving from that 
viewpoint. 

Are there any other questions? (None) Thank you very 
much, Mr. Kirkman. 

Dr. Yeager: Through the efforts of Dr. John Wagner, 
Mrs. Katherine Tyson has very kindly consented to come here 
and talk to us today. Mrs. Tyson diffidently requested sugges- 
tions with reference to her subject material. I told her that I 
have heard repeatedly that medical writing is unforgivably 
dull. I believe the majority of it is. If she wants to start on 
that premise I’m quite sure we can all stand up to her criti- 
cisms. 

I believe that her criticisms will be constructive. I’d like to 
reiterate that if we can have interesting items and interesting 
news from the counties, we will have a much more worthwhile 
journal. 

By way of introduction, I’d like to read this statement about 
Mrs. Tyson. 

“In addition to being an accomplished publicity and pub- 
lic relations executive, she is also an extremely versatile 
script writer, a feature writer, and she has authored several 
documentary series for WBAL and has put them on the air— 
notably one on geriatrics—‘The Years Ahead’ which was 
produced in 1951. 

She is also an actress and has taken part in several of the 
series which she wrote. She was in charge of a recent TV 
show which was put on the air from the University Hospital. 
And I might say in addition to those minor accomplishments, 
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she is the mother of four children. So in her spare time she 
has many domestic responsibilities.” 

Mrs. Tyson: Thank you, Dr. Yeager. 

Until yesterday, I didn’t know what the inside of a medical 
journal looked like and then around eleven o’clock last night 
—TI had all my other writing finished—I started to read, and 
read till about three. So now I know some of you. In fact, 
when I came in I asked if Dr. Somerville were here because 
his writing struck me as being particularly fine, and I’m glad 
to see that he is here so that I can tell him in person. 

Dr. Wagner asked me to speak on “How to gather and 
assemble the news.” Let me start with the story about how 
not to gather the news; it is true and rather funny and I 
think you will appreciate it. 

Some years ago there was a reporter at the News-Post 
who was also very fond of the bottle. In New Jersey a woman 
was murdered and this reporter was sent to cover the story. 
Well, he bought himself a bottle for the train trip and when 
he arrived at his destination the first place he sought was a 
local ‘“‘Pub.”’ He was having a grand time when he looked at 
the clock and discovered that it was five minutes before dead- 
line. What could he do, he hadn’t even been to the scene of the 
murder? 

He ordered himself another drink—an inspiration came. 
He called the editor and said: “The details are too horrible 
to report, see the AP wires.” That is not how to get your 
news. 

In reading your component medical society reports, I 
notice that most of them take the form of minutes and out- 
lines. They add up to rather dull reading. 

I feel that all of you men working in various parts of Mary- 
land should know each other better. You can’t know each 
other better by saying that Dr. John Jones has been appointed 
to this, and Dr. So-and-So to that—I think you need a little 
more human interest in your stories. But I also realize that 
the Journal representatives are very busy men and that this 
is just another chore to an already busy day. However, if you 
can put just a little more time on it, your editor will be much 
happier, I know, and your readers will get to know you as 
individual and interesting personalities. 

Gathering the news depends very much on “W” words 
like “WHO”’—“WHAT’—“WHEN”—“WHERE” = and 
“WHY.” 

Now, in Dr. Somerville’s report, he did a beautiful job, 
and not only that, he inserted some humor in it. The date of 
this particular one in case you want to check it, is December 
1952. When I read it, I noticed the humor and almost fell 
out of bed—as I said I was reading very late—because it was 
the first humor I had found in any of these reports, and it 
was refreshing. 

I found another lovely bit of writing, here from the Kent 
County Medical Society, which I thought was really very 
good. Dr. Robert Ensor, is he here? (No) Well he is going to 
shoot me for this. I read the whole article and thought “Oh, 
what a wonderful job.” Here in the first paragraph he answers 
““What”—“When” and “Where.” In the second paragraph 
he answers ‘‘Who,” then going down further he expands and 
expands and expands and when I got through I said “‘There’s 
a fellow that knows how to write. He should have been a writer 
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not a doctor.” Then I noticed at the top it said that this re- 
port had been taken from the Kent County News—apparently 
verbatim. It was copied. So it’s the Kenty County News 
reporter that deserves the bouquet. 

It is often better when you write a story to write as though 
you are going to tell people a story. Be original; include human 
interest; answer all the questions; tell a good story. You have 
to have a nose for news. You have to know what is news. 

I was talking to Dr. Wagner, and I said, ‘‘Well, what would 
be news to a doctor wouldn’t always be news to a lay person.” 
There vou’re kind of stymied. You do have to write primarily 
for your doctors and then for your lay person. 

Now I also noticed that all these reports—well, say most 
of these reports—are about meetings and dedications. That 
is very fine but aren’t there other news stories? There must 
be. Perhaps about a heroic doctor (this is a hackneyed ex- 
ample, I know), a doctor who got stuck in a snowstorm and 
who had to walk three miles so that he could deliver a baby. 
I’d be interested in reading something like that, other than 
“Dr. Jones is now the President of this, and Dr. Smith is the 
President of that.” 

Question: (From Audience) Our reports, most frequently, 
are factual records. How can they be made interesting? 

Mrs. Tyson: Well, I like the way you’re fighting bacx. 
Let’s put it this way. Suppose a doctor apparently not too 
well known, has done some darn good research—perhaps it’s 
not the greatest and he’s not here in Baltimore at Johns 
Hopkins, but surely his story would be of interest to other 
doctors in the Counties. Maybe I’m wrong... before I came 
down here I asked Dr. Wagner, are you cramped for space 
because someone just mentioned twenty dollars a page. He 
said, ‘Not for the reports from the Counties.”’ He said: “If 
they write the stories, we will put them in.” 

I said here that a human interest story can substitute for a 
news item. Dr. Somerville said “‘I never write anything unless 
I’m sure that I have a news item.” But sometimes you have 
to look for one. I think it is good to have your Counties repre- 
sented in each journal. I notice there are five Counties in one, 
and four in another, and some of the reports that you do have 
in here are very short and, well, they are just dull, forgive 
me. I'll leave with a knife in my bac\, I know. 

I don’t want to take up too much of your time, but let’s 
now talk about /ow to write the news. Some of you have good 
stories, and if they were slightly rewritten they would be so 
much more interesting. Remember when you write a story, 
the most important part of it, as far as getting the interest 
of your readers, is your leadline! 

Someone will perhaps see a very long first paragraph, and 
start to read it; it seems dull and that is the end. Get a “meaty” 
first line and then remember for the sake of your editor, be- 
cause he will sometimes have to cut if you do start writing 
more lengthily to put the important news first, then carry 
through with incidental information. When the editor has a 
cutting operation—which is certainly second nature to a 
doctor—he’ll be able to do it easily without having to take a 
paragraph from the top; a paragraph from the middle; a para- 
graph from the end. Our Kent County Newspaper reporter 
started out with everything that was important first, then 





expanded and added the unimportant but interesting back- 
ground of the doctor who was involved. It was good reading. 
There was room for it, so Dr. Yeager used it in the Journal 

So remember when you are writing ‘‘a good lead line,”’ 
your important news first, then your incidental information. 

In straight reporting—and you’re all up against that, 
you can’t always inject your personality into it. So you just 
want to be clear and interesting, and now and then to inject a 
little bit of humor as Dr. Somerville did for your readers. 

Are there any questions? I haven’t covered everything. 
I know you are busy and I don’t want to go on and on and 
on. Would you like to ask me anything? Put me on the spot 
because I know I’ve put you on the spot. 

Question: Mrs. Tyson, what is your position here in 
magazines, are you just advising us now? 

Mrs. Tyson: I’m the Assistant Publicity Manager of 
WBAL—WBAL-TV. 

Question: (Same) Apparently the trouble with our news 
items has been that we have missed the one piece of humor 
that you found in 1952. We haven’t known quite how to send 
these things in. Most of them are written very formally as 
you say, in an outline or in the form of minutes of a meeting. 
That, of course, is very dull and by the time you receive the 
Journal back, it is no longer news. Our response to the re- 
quests to meet the deadline have been very poor in my indi- 
vidual County. We have seen nothing of personal interest nor 
of personal account. We didn’t know whether the contribu- 
tions are to be formal or whether we are supposed to write 
informally or inject humor or not. 

Mrs. Tyson: Well now you’re up against something here. 
You have a formal Journal, there is no doubt about that. 

Question: I’m talking about the County. 

Mrs. Tyson: Yes, that is what I mean, but still you will 
find humor and human interest in the most formal magazines. 
I don’t mean that you should be comedians, of course. Here 
is something I forgot and this is a good way to get your human 
interest in. Quote your men. Back here in this particular 
Journal “‘a renewed efiort for the fight against socialized medi- 
cine was discussed.”’ Apparently one doctor got up and gave 
a rip-roaring talk on his feeling concerning this. If you could 
have jotted down some of his sentences and quoted him, you 
would have gotten away from this sameness throughout your 
reports. I think that will help. 

Question: Well, should this be a formal introduction of 
individuals who have amusing incidents and interesting social 
events within the individual Counties or formally informative 
of what goes on in the County? 

Mrs. Tyson: Well now, I think it should be both. Your 
meetings are foremost and important and you have to put 
your minutes down, but now and then if I were editing this 
to make it more interesting, I’d ask each and every one of 
you now and then to write in a human interest story. You 
don’t have a meeting all the time, do you? I mean there are 
times when you say “I have nothing to write” so you nose 
around and you talk to this doctor and talk to that doctor. 
Don’t you think it would be more interesting if here, sand- 
wiched among all these formal minutes and outlines you’d 
have a story, maybe just two paragraphs, but just a story? 
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Question: I do, but I found no other County who thought 
enough to write it in. That is why I asked you. That is the 
problem. 

Dr. Yeager: Talbot County as a specific example, has sent 
in several human interest stories that have been published in 
the Journal, and Washington County has sent in one or two. 
I must say those are the only two that I can think of. They 
were published in more or less the type that was quoted here. 
This was Kent County. As I recall, that is the one you are 
quoting. 

If you will review some of the correspondence when the 
Journal was first established, you will find that a plea was 
made to send in any newsworthy item, whether of personal 
interest or whether it concerns an individual doctor. I think 
most of the Counties are a little hesitant. They probably feel 
that the other Counties aren’t interested in what they are 
doing. I think: that is untrue. I think they are very much 
interested in the personalities of other Counties. We have 
never attempted to dictate the style of any reporting from a 
County whether it is formal, informal, humorous or anything 
clse. May I interject the plea to please send us material that 
ve can publish in reference to the personalities in your County 
Society. 

Mrs. Tyson: If any of you do attempt to do these stories, 
remember that when you are interviewing a doctor who has 
perhaps done something unusual in research or something like 
that, to find out everything about him. Maybe you have known 
him since he was in knee pants, but somebody up in Washing- 
ton County, perhaps, won’t know somebody down in Arundel 
County and won’t know his background, where he went to 
school or any unusual human interest story in his life. I think 
your County pages would be much more interesting if you 
developed your reports along this trend. Some of you look as 
though you don’t agree? 

Question: That is why we are here. Are these meant to be 
interesting or informative? 

Mrs. Tyson: I’d say both. You are going to have your 
meetings and your minutes of your meetings, and you are 
going to have your outlines. They’ll be here forever, I imagine, 
and they’ll be strictly informative news but they’re not going 
to do one little bit toward introducing the personality of the 
Medical Society of Anne Arundel County with that of the 
one up in Cumberland, etc. I feel you all should get to know 
each other better and the only way you can get to know each 
other better if it’s not through personal contact is through 
your Journal. 

*QWestion: I’d like to ask Dr. Yeager one question. The 
trend of the discussion seems to be toward human interest 
stories. Is that what you’d like, Dr. Yeager? 

Dr. Yeager: I’d very much like to have some stories of 
that type, to know what is happening to your local doctors. 
For instance, there will be an article published about Dr. 
Woodward, of Westminster, who is going to be given an award 
in Richmond. I see Dr. Baker here from Talbot County. There 
was a doctor given an award over in your County about a 
year ago and we published his picture. That represents very 
interesting reading to the general membership, in addition 
to the news items such as So-and-So was elected president. 
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I realize we have to put in factual information, but I had 
hoped we could publish material that will make the Journal 
look as though it represents a living, active organization.” 

Question: How much space do you give the County for it? 

Dr. Yeager: I have never established any space limitation 
on the Counties, as I explained to Mrs. Tyson. I feel the Coun- 
ties—and I include Baltimore City—the items of intefest 
from each component society have number one priority. If 
material is deleted other types of articles are deleted, not 
County items. 

Question: Would you like to have sqme scientific articles 
from the Counties? 

Dr. Yeager: We have written for them. The response has 
been disappointing. We have had a few County scientific 
articles that have been published. Dr. Waters from Salisbury 
had one. Dr. Knox of Talbot County had one. There have 
been a few. Again I believe that the County members are too 
reticent. Baltimore and the two medical schools overwhelms 
them. This is primarily a society of general practitioners. 
The Journal, therefore, should not contain highly specialized 
articles or specialized techniques. With that viewpoint it 
seems to me the practitioners in the Counties could make 
many valuable suggestions and compose some very valuable 
articles. As long as I am editor of this Journal, I never antici- 
pate publishing highly specialized articles. There are other 
journals to fulfill that need. 

Question: Would you be able to suggest topics, say eight 
or ten? Will you constitute things of interest from the Coun- 
ties that you specifically have in mind as news items? My 
difficulty is scarcity of items of news interest. 

Dr. Yeager: I realize that is a difficulty, particularly in 
some of the Counties where we have a small membership. 
Mrs. Tyson, would you state what constitutes matters of 
interest to you? 

Mrs. Tyson: Well, I can speak from my own personal 
experience about not having news, and all newspaper reporters 
too, will tell you that if you don’t have news, make it. You 
can create news, and good writing will nourish it. Do you 
know there have been times at the station when I have felt, 
“‘There’s nothing today.” So then I think, “There must be 
something. There are at least two hundred people in this build- 
ing right now and at least fifty of them will be on the air today, 
and I won’t believe that one of them isn’t going to do some- 
thing worthwhile.” I think if you really got nosy that you 
would find there is news in your County. There is news every 
day in this world. 

Dr. Novak: What Mrs. Tyson has told us we can take to 
heart, but I think there are certain pros and cons to be con- 
sidered. In the first place, my concept of the primary function 
of this journal is that it is going to constitute the future ar- 
chives of our faculty; the dignified archives of the faculty, so 
that it has to be, I think, primarily factual and informative. 
In the second place, from the standpoint of the injection of 
human interest and perhaps the glamorizing of individuals or 
events, we have to remember that we belong to a profession 
which has some rather deeply rooted ideas of ethics which ‘the 
laity may look upon as very silly, but which we have always 
cherished, and would not wish to depart from to any extent. 
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If, for example, to use the example that Mrs. Tyson gave 
us, you were to publish an article about Dr. So-and-So being 
called out in the middle of the night and dashing through snow- 
drifts to deliver a baby, it would not be very popular with a 
lot of his colleagues in his own or other counties who have done 
the same thing over and over again and haven’t gotten pub- 
licity. This may be a rather extreme example, but we do have 
to bear these ethical ideas in mind in connection with the 
report which we are discussing. 

In the third place, perhaps Mrs. Tyson hasn’t taken suffi- 
cient cognizance of the fact that the readers of this journal 
are not going to be the laity. They are going to be other doc- 
tors who are pretty accustomed to reading the Council min- 
utes. They have gotten big doses of such reading in the journal 
of the AMA. Look over the transactions of the AMA, and 
you'll find them pretty dull reading—deadly reading from a 
layman’s standpoint—but they are informative. They don’t 
have a spark of humor in them. I don’t object to the humor. 
There are certain journals in which the personal . . . (Laughter) 
I believe I know the cause of this laughter. It is because you 
know that I happen to edit a journal in which the rather un- 
inhibited comments are at times on the salty side, but remem- 
ber that these also go to doctors, and not to the laity. 

Mrs. Tyson is making a plea for good writing, which is to 
some extent acquirable, but which is more often an inborn 
gift. You can’t make simple rules for a delightful style, but 
the general idea of making the content of our journal as light 
and as readable as possible, compatible with the ideals and 
the dignity of our profession, is an excellent one. 

Dr. Yeager: Thank you Doctor Novak, Mrs. Tyson. 

Mrs. Tyson: I think I have said enough. 

Dr. Jewett: I can’t help but agreeing with what Dr. 
Novak said. I think we can get the humor in the newspaper 
articles, in the magazines and in other journals, but I feel 
that the primary purpose of the State Medical Journal is as 
Dr. Novak has defined. We have to consider the cost of pub- 
lication and even now we are trying to find more advertisers 
to defray the expenses. I think padding it with a lot of items 
which might be of local interest really would not serve any 
useful purpose as far as the inter-state society is concerned. 

Dr. Yeager: Would you care to say anything, Dr. Baker? 

Dr. Baker: I believe to get full cooperation from all the 
corresponding secretaries, it might be of some advantage if 
each County is given a small insert in alphabetical order, with 
or without a letter. It might be some stimulus to have the 
corresponding secretaries to fill a blank assigned to that par- 
ticular local unit. That is the one thing I believe in regard to 
obtaining the cooperation of various Counties. 

Dr. Yeager: The difficulty is, so many months we have 
absolutely nothing in regard to the Counties. 

Dr. Baker: If that were assigned to them they would feel 
a responsibility of putting something of interest, of which I 
agree with the speakers here. There is always some items of 
interest that are many times left unsaid just from lack of 
initiative. 

Dr. Yeager: We could attempt it. My only objection is 
that we “block out” space that could be filled. 

Dr. Baker: It could just be a line, there wouldn’t be any 
communication? 





Dr. Yeager: Just say “no communication.” 

Question: If you take the four Counties on the upper 
Shore. That is—Talbot, Kent, Caroline and Queen Anne’s. 
The majority of times there is absolutely nothing. In other 
words, in Talbot County we have an annual meeting at which 
we get a free meal from the President. The other four meetings 
that we have are in conjunction with the other three Counties. 
The so-called Upper Shore Society meets once a year in each 
County, so that once every three months we have a meeting. 
Aside from that unless we vote in a new member or something 
of that sort, we have an annual meeting in December. 

Dr. Yeager: I know it is extremely difficult from many 
localities. Talbot County has one meeting in December to 
elect their officers. Somerset County didn’t have a meeting 
for a year-and-a-half, so it is impossible to get a report from 
every County every month. They just don’t have them. Dr. 
Novak and Dr. Jewett and Dr. Baker, you know, are members 
of the Editorial Board. Now Id like to call on Dr. John Wag- 
ner, who is also a member of that Board, and the Chairman, 
to make a few comments. 

Dr. Wagner: I’m just taking the opposing one, not to be 
in error but I think we ought to grasp the dual purpose of the 
Maryland State Medical Journal. It is a factual record of the 
formal activities of the Faculty, and of the Component So- 
cieties. And also it is—if you wish to translate its purpose into 
a common term—it is essentially a trade journal; it is an or- 
ganizational journal and as such, it is an attempt to bring 
into unification the.component parts of the organization. 
Therefore I feel that not necessarily from the point of view of 
humor but from the standpoint of originality you should in- 
ject your individual personality into your report from the 
County. That is a very inportant point to make. Not to at- 
tempt a cold, factual one, two, three, four report which, as one 
professor of Journalism in a mid-western university expressed: 
“What you doctors have to read is literally balderash; if you 
had to sell that to the general public you would make no 
money but apparently you doctors have steeled yourselves to 
that arduous task of reading reams of uninteresting stuff.” 

Now, not that we believe that this should be a journal of 
humor, not at all, but if it could be lightened a little bit you 
will find, for instance, that an excellent article on the plans 
being made in the community in Talbot County for the en- 
largement of the Memorial Hospital, would be of very great 
interest in Washington County because maybe they wish to 
do the same thing out there. The leadership taken by the pro- 
fession in Talbot County could very well be translated locally. 
Therefore, news which may be very commonplace to you, on 
the home front, will not be at all foreign to someone in another 
County, and the details are also important. 

Next, this Professor of Journalism told me “there are three 
subjects people want to read about and you can check the 
first off for a doctor. The first is blood! sex, and themselves.” 
(laughter) So let’s forget the first two but I don’t believe you 
will ever lose by collecting as many names as possible and 
putting them in the Maryland Medical Journal. 

The Chairman of your local hospital fund should receive 
proper recognition. The local drive for the Red Cross and 
various other things which you’ may just pass by as being 
routine. Those people are going to be your constituents wher 




















you attempt some Public service. If their names are recorded 
and their efforts in your behalf through the community, it 
would be proper to report that organized medicine in Mary- 
land is going to benefit by it. 

Don’t forget to make note of the people who are presenting 
bills in the Legislature and various things of that type. I 
think if you dig a little bit and search your mind for original- 
ity, you will be able to bring up many an article. And then if 
you inject your own writing into it instead of just putting 
down one, two, three, four, not to the extent of making it 
redundant or for popular consumption but to enliven it up a 
little bit, I think you will get some results. 

Dr. Yeager: I’m going to call on each one of you. If you 
want to ask questions of any member of the Board or Mrs. 
yson, I’m sure each will be glad to attempt an answer. 

Before we start, I’d like to make these statements. We had 
noped, in order to make the Journal a little more distinctive 
ind a little more attractive, that the permanent sections of 
he Journal would be assigned an appropriate symbol. Each 
month you could go through it and know the sections you are 
lealing with. 

For instance, the Blue Cross submitted a symbolic type of 
lesign, as well as the pharmacy section, the nursing section, 
etc. I wonder whether the Counties would want to develop 
some type of distinctive symbol. If so, we would certainly be 
very happy to receive them. Will you discuss it with the officer 
body and the general membership of your component Society? 
It may be you feel there is something distinctive about the 
County that to you indicates whether it is Kent County, 
Talbot County or some other part of the State. I believe that 
we could give the Journal a littlc mere originality. With time, 
each month, we are going to add various types of symbols. 

The Academy of General Practitioners—(I’ve talked to 
Mr. Wiscott about it), is attempting to evolve something for 
that section. I would like to have any suggestions that you 
care to make. Are the notices we send you each month in- 
sufficient? Would you like to have a different type of notice? 
As you know, we send a card reminder every month telling 
you when material should be submitted, 

It is realized you have to submit material six to eight weeks 
before it is published. Before we compile it here, and by the 
time it goes to the publishers, there is a considerable lag. 
There is no way of circumventing such a lag. In submitting 
your articles you should write from the viewpoint that they 
are not going to appear in print for at least a month or two 
months. If you have any suggestions that you care to make 
from that viewpoint, I would appreciate them. 

I have wondered whether we couldn’t use more photo- 
graphs in the Journal. It seems to me there are many possi- 
bilities in the Counties. Show the developments that are tak- 
ing place in your County. 

I know Garrett County has a new hospital. Calvert County 
has a new one, and Chestertown, also. If the contrasts in the 
developments that are taking place in the County can be 
shown it becomes more than a local interest. It becomes a 
statewide interest. I think there are any number of possi- 
bilities from that viewpoint that would make the County sec- 
tion infinitely more interesting. 

All of us like to know what progress is taking place. I am 
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sure the general membership doesn’t know there is a very 
excellent hospital in Chestertown. There is a very new and 
very excellent hospital in Oakland, and a new addition put on 
in Frederick, as well as Salisbury. They represent real progress. 
That is the type of information we would like to publish. 

Dr. Fifer, I’ll start with you at the end of the table. Would 
you care to make any comments or criticisms or suggestions 
as to what should be put into the Journal? We have avoided a 
discussion of scientific articles. If you want to criticize the 
type of scientific material we are publishing, certainly feel 
free to do it. 

Dr. Fifer: The symbol would be for all the Counties to- 
gether or individual County? 

Dr. Yeager: Each County could have its symbol or if 
preferred it could be sectional. 

Dr. Fifer: In reference to news, I find it has been par- 
ticularly difficult to find material to write about. It has always 
been a question whether certain subjects could be of interest 
and just how they should be prepared. That has been my chief 
problem. I think you answered a number of those questions 
here today, and I would like to make one comment on the 
Journal from the scientific standpoint. In discussing it with 
some of the members in the County, one man made a sug- 
gestion I thought may be worth mentioning here. There’s 
quite a raft of scientific literature, so much so that it is diffi- 
cult for one to pick the good from the chaff, and this member 
suggested possibly a resume from certain meetings. Maybe 
there would be a symposium on heart disease or diabetes. A 
brief of that could be published in the Journal, boiled down so 
it would be practical and useable as a reference to the busy 
practitioner. It may be worthwhile in a Journal of this size 
and type. Possibly if twelve subjects could be selected and 
given to a group of representatives to abstract the literature, 
it might prove to be worthwhile and practical in a Journal of 
this type. = 

Dr. Yeager: I want to go over this again and make sure I 
understand you. One is, rather than to publish we’ll say a 
diabetic symposium per se, to abstract it. The other is to select 
twelve subjects and each month publish what is new and what 
is current? 

Dr. Fifer: Yes, that would give each representative one 
issue to review a particular subject. It would essentially be 
specialties boiled down primarily for the general practitioner. 

Dr. Yeager: I think that is a good suggestion. As a matter 
of fact we are still trying to run this Journal on a shoestring. 
It becomes somewhat difficult to organize sections. Eventually 
we hope to establish them. We have not been assigned specific 
secretarial help. It is kind of a hodgepodge and it is rather 
difficult to do the things you have suggested. Is there any- 
thing else? 

Dr. Acton: I think that for people in practice, a digest of 
treatment, given at regular intervals, is a very good thing. 
It is one of the things I like most about the New England 
Journal of Medicine, the ‘Medical Intelligence Section” that 
they have. 

There is one thing that I have thought of that has not been 
mentioned and I ask it only half humorously. Will the editors 
see that we are protected against slander if we try to get too 
much “human interest.” I ask that particularly, because of the 
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recent meeting of the City Medical Society. I tried to be cir- 
cumspect, but I thought it should be mentioned. 

Dr. Yeager: We have certain responsibilities that I hadn’t 
thought of from the viewpoint of slander. I’m going to ask 
Dr. Novak to try to give an answer to that. 

Dr. Novak: I’m not certain that I know just what Dr. 
Acton means? 

Dr. Acton: Well to be specific at the last meeting one of 
the applicants for membership was rejected. I tried to men- 
tion it. Certainly it was newsworthy and should be mentioned, 
and yet one always wonders. I’m not an expert on the law of 
slander. 

Dr. Novak: I can’t answer Dr. Acton’s questions as to 
specificity. Any offense that the person in question might take 
along legal lines would be against the City Medical Society 
itself and not against anybody who reports the transactions. 
But to get back to the question of having an abstract depart- 
ment or digest department, I don’t see any great objection 
but I doubt its wisdom at this time. We would be duplicating 
what many other journals and medical digests are already 
doing. The little journals that are supported by advertise- 
ments, like the Current Medical Digest, and Modern Medicine, 
all do just that type of work. It seems to me we wouldn’t 
have to be in any great hurry about starting an abstract of 
that sort, especially as it would be a rather elaborate and ex- 
pensive undertaking. 

Perhaps later on when we have a bigger journal with plenty 
of money to work with, it would be worthwhile considering 
such an addition, but I would not personally feel particularly 
enthusiastic about embarking on an undertaking of that sort 
now. 

Dr. Cuvillier: The journal provides a record of general 
activities of the Faculty and from the standpoint of history 
I suppose this is a very important thing. The doctor here 
mentioned about having an abstracting service. Sure, there 
are plenty of abstracts you can read anywhere. Now the diffi- 
culty that I have is that there are some things I don’t have 
time to read as for instance, last month’s journal, the big 
story about tuberculosis. I haven’t gotten started on that. I 
was told it is very good series of articles but I haven’t read 
them. I don’t know whether fifty per cent, or ten per cent, or 
ninety per cent of the membership, are in the same position. 
Now to change the subject a little bit. 

My impression of this meeting was that you might say 
pep up the local correspondence. I wonder how this would 
work as an alternative to the existing setup. Have a column 
or maybe more than one column, of more or less different 
kinds of personal items rather than having twenty-three 
Counties and Baltimore City making twenty-four different 
sections. Group them together—say, here’s marriages; here’s 
deaths; here’s births, etc., etc., and so-and-so spoke at our 
meeting, etc. 

Now this proposition—I’ve been around a little bit and 
have heard some of this stuff we have heard today—how to 
write an article. Sure, you tell them right here in the very 
beginning there’s a lot of people know that sort of thing. 
That isn’t the kind of thing this is, this popular writing or 
publicity proposition. It’s information that is hot today or this 


minute and it’s cold as an iceberg tomorrow. That is the prob- 
lem. 

We had a discussion at our Society meeting last Friday. I 
stated that I received a dead line notice of March 13th for the 
May Journal. Whether that is an exact date or not it’s some- 
thing on that order. 

Dr. Yeager: I can’t answer the problem of not reading the 
publication. Very few of us read the majority of the publica- 
tions we receive. We probably read the summaries. If the 
article appeals to us we probably read it in toto. I’m equally 
sure there is a lot of medical literature which could be abol- 
ished and probably no great harm done. It is difficult for me 
to answer as to whether there is need of a State Journal. 

The State Journal was developed because the Society was 
criticized from so many sources for not having one. That was 
particularly true of Baltimore City and particularly true of 
Prince George’s and Montgomery County and many geo- 
graphical border Counties. In general, it seems to be believed 
that it fulfills a worthwhile purpose. Beyond that I cannot go. 
I have never been able to answer the criticism “‘well, I don’t 
have time to read these things.” Probably there are many 
other publications that aren’t being read. I know everyone is 
busy. 

All of us should take a certain amount of time to read cur- 
rent articles whether ‘‘we have the time or not.”’ You have to 
make yourself do it. I am sure that there are journals that are 
much more worthwhile from scientific interest. It was hoped 
that a Journal from the State Society could bridge the gap 
between a highly specialized scientific type of journal and 
factual, information in reference to Faculty activities. It was 
not the intent when the Journal was established to publish a 
purely scientific organ. 

(Previous Speaker): Well, Dr. Yeager, I didn’t mean to 
infer dropping the whole thing. What I meant to imply was 
that the thing could be reexamined in the light of what went 
before the journal was reinstated. It wasn’t actually a new 
proposition; it was a reinstatement. 

Dr. Yeager: As you know, before we had the journal we 
published a newsletter. Preceding that we had a little bulletin. 
About ali the bulletin contained was a listing of the officers 
in the component counties and the titles of new books ac- 
quired by the library. Most people found that extremely dull 
reading. Perhaps we should revise our publication. I think time 
will have to tell us that. We haven’t been publishing it long 
enough for thorough evaluation. 

Dr. Somerville: I think the Journal is excellent from sev- 
eral standpoints. One is, it enables us to know what is going 
on in our own back yard. This is most important. In addition 
it assists us in current practice, research, etc. 

The things I want to plug are some of the truths that have 
been mentioned. It is self evident that medical writing does not 
have to be dull. Dullness is not a prerequisite by any means. 
We are trying to disseminate information. We can only do that 
by making it a pleasure from one viewpoint or another. 

Dr. Sprecher: I have already interjected my problem 
about finding news. I thought Dr. Wagner’s remarks were 
particularly helpful to me along that line. 

As far as using the Journal’s scientific pages as abstracts, 
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I don’t think there is any easy way of keeping up on medical 
literature. It is always going to be hard and will always re- 
quire a good bit of work. With regard to scientific articles, 
one of the best was the first issue that came out with the 
symposium on Ulcer that was given here in a local'meeting. 
| thought that was excellent. We could use some more of those. 

Dr. Yeager: That seems to be generally true. Most readers 
seem to prefer a symposia. I must confess it represents the 
most stenographic and editorial work. It is first recorded and 
then transcribed, following which it entails editing. Have you 
ever edited anything that you have said? I can assure you, it 
will startle you. 

From Audience: I remember Dr. Welsh, I happened to 
he chairman of the Committee on Public Instruction; the 
very first committee the State faculty ever had. They had 
yr. Welsh give a good many talks. Many of you of the older 
men heard Dr. Welsh. He never wrote anything but always 
just talked it, and we had a stenographer take it down. Then 
1 had to edit it and it was a very disillusioning process, as Dr. 
Yeager has-just mentioned. 

Dr. Yeager: Editing your own remarks is very apt to be 
disillusioning. You think you have given a satisfactory talk. 
However, when transcribed verbatim and seen in cold print 
it may be an abomination. Well, I remember the Ulcer sym- 
posia very distinctly. There wasn’t anything in the spoken 
text that agreed with the written charts. The requisite corre- 
lation and revising presented a most formidable task. 

Dr. Warren: I do feel the Journal serves a very important 
part of our medical tie with Baltimore. In addition such a 
medical center certainly should be represented by a Journal. 
Of course our County Societies, the component parts of the 
Medical and Chirurgical Faculty should also enter into it. 
We feel that the success of the “Medical Chi” is based on the 
interest demonstrated by the practitioner. The Journal could 
well represent the success of the “‘Medical Chi” as an organiza- 
tion. The interest we put into our articles will, I am quite 
sure, stimulate the interest of the individual members of the 
society to read the Journal, come to the meetings and gen- 
erally make the “Medical Chi” a more successful organiza- 
tion. 

The articles you suggest, of personal and general interest, 
are important. I’d like to ask if you’d be interested in some 
actual examination papers I have, of the Medical School in 
1884. They are well preserved and I thought you would like 
or you might like to make a photostatic copy of them and per- 
haps print them. They are elementary, of course. However, 
I am sure we would be interested in knowing what they had to 
learn in those days. 

Dr. Yeager: That would be excellent. 

Dr. Warren: Fine, well I’ll send them to you and let you 
make the photostatic copy. 

Dr. Yeager: Dr. Welty, how do you feel about the idea of 
a symbolic heading of the Counties? 

Dr. Welty: Should it be geographic? 

Dr. Yeager: Wouldn’t geographic be preferable? 

Dr. Cuvillier: The symbol does not appeal to me. It would 
entail printing the symbol and leaving a blank space after the 
County that has not reported for that month. So far as the 
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news is concerned, my question has been answered by Dr. 
Novak and Dr. Jewett. I’m sure that many of the County 
representatives have hesitated to send in pieces of news that 
were interesting locally. Because they did not know with what 
attitude they would be received by the eidtors or by the other 
men in the State. 

One item comes to mind that I, personally, had considered 
printing. In our county we now have a flair for red convertibles. 
Two years ago one physician bought a red “Austin Converti- 
ble” with a black top. Later, three others of us in the County 
bought red convertibles. There was no preplanning. It seemed 
to be the color of cars for doctors, red convertibles with black 
tops. That is amusing. 

Of course if you name the man you will be endangering 
somebody for libel. I think it is not a thing of lasting interest 
to the archives, as Dr. Novak has suggested. News of that 
type has been omitted from the reports. The principle reason 
I think, that our County has failed to report more diligently 
is that we have a deadline of March 13th to make the May is- 
sue. We feel that there is a very little news we can put in with 
such a deadline. 

Since I just represent the reporter, I’d like to take back 
either a good excuse for such an extended period from the 
deadline to the time of press, or a promise of some shortening 
of that time. We are fortunate in our own individual County 
in having available from two nearby universities and of course 
available from the Faculty, good speakers. We have a monthly 
meeting. It is a dinner meeting, very enjoyable and well at- 
tended. We have available very interesting speakers. They 
are carefully selected in order to attract a good attendance. 
I personally have noticed the interesting talks are those in 
which a competent man, usually a teacher comes to the meet- 
ing and reviews basic subjects that we had in Medical School, 
or as internes and residents. They amount to a good summary 
of what we had in Medical School with the additions in the 
past few years. 

That is not interesting reading to anyone else in the State. 
It is interesting listening; it is not the type of thing that you 
would sit down when you have two hours off and read. When 
reading a symposium on Diabetes, for instance, it is seldom 
one can keep up interest through the whole article. To me the 
Journal is an organ by which we can learn about the men who 
are prominent in the individual Counties, their personalities 
and names. That is my idea of the purpose of the County con- 
tributions. 

I am very much in favor of a column. We have heard from 
some of the men here that they do not approve of this personal 
issue in the Journal. I am very much in favor of a personal 
column. I don’t think space should be allotted to it. However, 
in addition to whatever County news the reporters might have, 
they should hand in items of personal interest. Weddings, 
(we have some bachelors), young men out of universities and 
personal activities are of interest to those men throughout the 
State who know them. Deaths, of course, are not actually in- 
teresting but it is an item of news note that should be listed 
somewhere. 

It is not a tremendous joke, but everyone seems to get a 





182 Articles of Interest 


kick out of the fact that some men have their fifth child or 
sixth child. That is an item of news. 

I think Mrs. Tyson has misled the whole group in her very 
excellent speech on how to write an article for a professional 
magazine not for a lay consumption. I personally put no pro- 
fessional magazine on my stand out front. I try to keep current 
magazines there such as the Saturday Evening Post, Life, 
Liberty, News Week, and those things. But my professional 
journals I never reveal to my patients because they can get a 
much better symposium from the Reader’s Digest, etc. 

This Journal, as far as I am concerned, is purely for pro- 
fessional consumption. Any article should be written for their 
consumption. Lord knows we can pick up any of the forty- 
nine free journals and one paid journal every month and get a 
good symposium. 

I think it is entirely up to the Board of Editors to select 
their professional articles either by contribution from the 
County or from their local staffs on which they have many 
excellent men. I don’t think it is a duty of the Counties to 
contribute professional articles. There are very few men in 
any of the Counties that do research work. 

Before I go home, I would like to have a clarification of 
whether or not you would like personal news. 

Dr. Yeager: We have always thought it very desirable to 
have personal news. 

Dr. Cuvillier: Well, we have thought it desirable to send 
it but as you have heard today, Dr. Novak and Dr. Jewett 
are opposed ot it. It is not a matter of permanent record. We 
have hesitated to send in such things. 

Dr. Jewett: I think the more any County report is per- 
sonalized, the more names you mention the better, in a matter 
compatible with dignity. 

Dr. Cuvillier: We don’t plan nor expect to put in any 
items, of course, which would entail anything regarding libel 
or slander. They slip in. 

Dr. Yeager: Dr. Novak raised an objection to the example 
cited of a specific doctor being stuck in the mud, or the snow. 
However, we would like to have personal items. 

Dr. Cuvillier: That is what you would like to have? 

Dr. Yeager: Yes. However, insofar as going back to your 
County with a promise that we can change our deadline, that 
is impossible. We have ten days from the time we receive your 
material to compile, assemble and re-type. 

The material that goes to Waverly Press is submitted six 
weeks before publication. That may sound unreasonable. 
However, the publishing houses have schedules to meet. They 
have certain routines established just the same as you have 
routines established in a hospital. It goes to the composers, 
and is set up. It comes back to us in galley form, for correc- 
tions. It comes back a second time as page proof. A schedule 
is established for each year. The material for the May Journal, 
as an example, will be sent to the publishers the middle of 
March. I don’t know of any way to short-cut unless we de- 
vise last minute insert pages in the center. It seems to me most 
of the news we receive just isn’t of that much value from the 





time viewpoint. I think you have to realize that old news in 
your County, is new news to the State Society. 

Dr. Jewett: I think it is a rather short time by average 
stands. Most journals require a much longer preparatory sub- 
mission of subjects. 

Dr. Yeager: That is right. It isn’t like a newspaper. I an 
sure Mrs. Tyson can tell you much more about newspape: 
deadlines. They are publishing current news. Dr. Novak might 
care to amplify. He has had infinitely more experience than 
I have in the problem. There is a lag which you cannot over- 
come. 

From the time material leaves this office there is a six-week 
lag. I don’t think it is unreasonable on our part to have a week 
to ten days for compilation. 

Would anyone else care to comment? 

Question: What is the date when you close an issue? 

Dr. Yeager: It is approximately the middle of the month. 
I can’t give you the exact publication date but it is about the 
middle of each month. I must say we don’t always meet our 
deadline. Waverly Press falls down once in a while. Most often 
we are tardy, primarily because we don’t have a specifically 
assigned secretarial staff, for this job. 

Mrs. Tyson, would you care to tie this in a knot? Would you 
like a rebuttal? 

Mrs. Tyson: Well, I first want to explain that story about 
the doctor and the snow was something I pulled out of the air. 
I realize how hackneyed such a story is, but it was the first 
thing that came to.my mind in the way of human interest. 

One other thing I would like to add. Dr. Novak said truly 
that writers are born and that you just cannot make a writer. 
However, there are certain rules to follow that can help any- 
one to write a good story. The lead line, and answering the all 
important “what,” “where,” “who,” “why” questions at the 
beginning of the story, and writing clearly and interestingly. 

I think that no matter how factual you are, no matter how 
dignified you are, you can still do a good writing job instead 
of this one, two, three, four, five, six, stuff—if you will excuse 
the word “‘stuff.”’ That is all I have to say. I have been doing 
publicity and newspaper writing. Perhaps it is so different from 
this type of thing that I have gone off on a tangent with sug- 
gestions which you could never accept. However, they are in 
my line of work, and they are the rules I have to follow in order 
to assure myself that I’ll get some type of good readership. 
That is all. 

Dr. Yeager: Thank you very much, Mrs. Tyson. I want 
to thank all of you personally and on behalf of the Faculty 
Editorial Board for coming to this meeting. Some of you have 
traveled quite a distance. In the next few months I would ap- 
preciate comments from you as to whether you feel that it 
would be worthwhile to have such a meeting once a year. 
Apparently you believe it is more desirable to have a meetin: 
at a time other than that of the annual meeting. 

If you feel there is something to be accomplished by suc’ 
a “get-together,” we certainly would be happy to hear fror 
you with an expression of your views. Again I want to than< 
all of you. 
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The February meeting had an exciting program on 
Anesthesia. Out-of-town speakers presented two 
anesthetic types, new and different in Baltimore. 
Hypothermia and hypotension as anesthetic mo- 
calities, limited in scope and hazardous with pit- 
falls, were brilliantly detailed and fitted into the 
medical picture. Our thanks to Doctor Kenneth K. 
Keown and Doctor Hrant H. Stone of Philadelphia 
for their splendid papers. 

Postgraduate Courses have sustained the early 
interest shown in them. Increasing attendance 
through the Dermatology Series has continued into 
the Hematology series. Seventy or more members 
have come to each seminar. Doctor H. M. Robinson, 
Jr., Chairman of the Postgraduate Courses Com- 
mittee varied the time and places of meetings in a 
regular plan. Each course has a different meeting 
schedule so that many physician-practitioners and 
physician-teachers can fit them into variegated 
duties. With two more courses to go, the batting 
average is already .500. 

Regular sections of the Executive Committee are 
held each month just before the monthly meeting. 
President Gundry initiated this staff briefing and 
discussion as a regular feature. As of this date, 
members and chairmen of committees for the year 
have not been announced. They probably will be 
known before this April issue goes to press. There 
will be changes, in line with the policy of revolving 
as many members as possible in the work of the 
society. 

The Committee for Public Medical Education, 
Doctor Amos Koontz, Chairman, is expanding its 
work. Lectures on medical subjects are offered to 
interested lay groups. A list of appropriate subjects 
and titles was put together after consideration of 
similar programs in other states and cities. Original 
topics pertinent to Baltimore have been added. 
Letters telling of this activity were sent to more 
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than 700 organizations when the program was in- 
augurated the first of the year. More than thirty 
requests have come in during the first six weeks. 
Several lectures have been given and Doctor Koontz 
is gratified by the “fan mail” his team has received. 
For details consult the committee, or society head- 
quarters. 


BALTIMORE COUNTY MEDICAL 
ASSOCIATION 


SAMUEL P. SCALIA, M.D. 
Journal Representative 


The Baltimore County Medical Association met 
at the Penn Hotel in Towson on February 17, 1954. 
A delicious crab cake luncheon was the order of 
the day. 

The new Medical Directory will soon be ready. 
With the kind cooperation of the pharmacies in 
Baltimore County there will be ten thousand copies 
printed. This should give the directory, year round 
circulation. 

Some questions were raised concerning medical 
society dues in Baltimore County. Dues in our 
organization are $45.00 per annum, of this $15.00 is 
retained by the County society and $30.00 is ad- 
vanced to the State. Increases in dues were voted 
last year both by the county and state societies. The 
high cost of operation necessitated such moves by 
the medical groups. 

Dr. W. H. F. Warthen announced that a new bill 
of importance to the profession had been introduced 
to the House of Delegates in Annapolis. By means 
of this bill, anyone attending a state health clinic 
would be charged a fee of $1.00. Dr. Warthen brought 
out the fact that the clinics are manned by volunteer 
workers, and such a fee might certainly influence 
them adversely to their work. Also, there would be 
added details of bookkeeping. It was decided to ap- 
proach the Speaker of the House for a discussion on 
the bill. 

With the help of our legal advisor, the application 
for membership in our county society has been re- 
vised. More professional background of potential 
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members is thus to be obtained. The new form was 
approved and passed by the Society. Dr. Ruth 
Baldwin of the Childrens’ Seizure clinic at the 
University Hospital was the guest speaker. She 
presented a movie “Seizures.” This movie was pro- 
duced in cooperation with the Veterans Administra- 
tion. It is quite a presentation, and concerns itself 
with a movie script-like story about epilepsy. The 
question and answer period following the movie 
brought the interesting meeting to a close. 


WICOMICO COUNTY MEDICAL 
SOCIETY 


W. STEDMAN SMITH, M.D. 
Journal Representative 
OBITUARY 
RANDOLPH M. NOCK, M.D. 


WHEREAS, Almighty God in His infinite wisdom 
has seen fit to remove from our midst our beloved as- 
sociate and friend, Randolph M. Nock, who passed 
into the Great Beyond on December 15, 1953, and 

WHEREAS, we wish to express our feeling of loss 
at his untimely death, 

THEREFORE BE IT RESOLVED, that in the 
death of Dr. Nock the members of the Staff of the 
Peninsula General Hospital has lost one of its out- 
standing and most valuable members who, for more 
than a quarter of a century, has contributed greatly to 
the growth and success and reputation of the Institu- 
tion, during which time he endeared himself to the 
officers of the Institution and his fellow members of 
the Staff, and 


BE IT FURTHER RESOLVED, that in the deat) 
of Dr. Nock, we have all lost a valuable co-worker ani 
devoted friend, the hospital a most valuable and 
conscientious physician and surgeon, and the City ani 
County a most valuable and distinguished citizen, anc’ 

BE IT FURTHER RESOLVED, that these 
Resolutions be placed on the permanent records of the 
hospital and a copy sent to the widow of the deceased. 

James R. Bisuop, M.D., 
Chief of Staff, 1953 

Henry A. BRIELE, M.D., 
Chief of Staff, 1954 


The above resolution was passed by the Peninsula 
General Hospital. 

Dr. Randolph M. Nock was born in Hollywood, 
Va., on July 4, 1902. He moved to Stockton, Md., 
at six months and received his education there 
through high school. He attended College Park and 
University of Maryland Medical School and gradu- 
ated in 1925. From 1925-1926 he interned Baltimore 
City Hospitals; from 1926-1927 Assistant Resident 
University Hospital; from 1927-1928 Assistant Resi- 
dent Baltimore City Hospital, and from 1928-1929 
Resident Baltimore City Hospital. 

Dr. Nock started to practice in May 1929 at 
Salisbury, and originally was associated with Dr. 
J. McFadden Dick. He was a member of AMA, 
Wicomico County Medical Society, The American 
College of Surgeons, and Fellow of Academie Inter- 
nationale of Medicine. He was active in the Masons 
and Rotary. 

Dr. Nock was an active Staff member of the 
Peninsula General Hospital and had held positions 
as Chief of Staff and Chief of Surgery. 


NEED FOR PHYSICIAN 


The Springfield State Hospital, Sykesville, Maryland, is opening a newly-constructed and 
equipped Medical and Surgical Building of 149 beds about March 1, 1954. 

It has need of a graduate of a Grade A medical school who has completed one year of a 
rotating internship in an accredited hospital, and has had two years of resident service in 
medicine. Two years medical experience in the Armed Forces may be substituted for one 
year residency, or five years practice of medicine and surgery may be substituted for the re- 
quired residency. The salary scale is $7100 to $8520 and offers an opportunity for experience 


in psychiatry. 








Ba 

















Library 


“Books shall be thy companions; bookcases and shelves, thy pleasure-nooks and gardens.” ibn Tibbon 








DYSENTERY 


LOUIS KRAUSE, M.D.* 


This disease certainly existed in early mankind, 
but has been continuing more or less the same until 
relatively recently. The ancient references frequently 
referred to the condition either as an isolated in- 
s'ance, or in its epidemic form. Biblical references 
perhaps are referring to this condition when they 
speak of the people being afflicted with a ‘‘falling 
out of the bowels.” Of course, we have no clear-cut 
indications as to etiology of the varieties mentioned 
in literature at that time. It is only in the last half 
century that the disease has been illuminated as to 
causation. And even more recent are the very spe- 
cific drugs for bacillary and amebic varieties of 
dysentery. Progress in the recent years has been 
rather rapid. 

The following list of books will present an overall 
picture from the early days up to the effective 


therapy of our era: 


Aretaeus, the Cappadocian. On dysentery. Jn jis Ex- 
tant works, ed. F. Adams, London, Sydenham 
Society, 1856. 

“Prior to Lésch’s discovery of E. histolytica, all 
forms of dysentery were differentiated only on 
clinical grounds.”’ 

Bancroft, Edward Nathaniel. An essay on the disease 
called yellow fever; with observations concerning 
febrile contagion, typhus fever, dysentery, and 
the plague, partly delivered as the Gulstonian lec- 
tures, before the College of Physicians, in the years 
1806 and 1807. Republished, with notes, by John 
B. Davidge. Baltimore, Cushing and Jewett, 1820. 

Bardsley, James Lomax. Hospital facts and observa- 
tions. London, Burgess & Hill, 1830. 

“First record of the use of emetine in the treat- 
ment of amebiasis.”’ 


* Chairman, Library Committee. 


Bay, William. An inaugural dissertation on the opera- 
tion of pestilential fluids upon the large intestines, 
termed by nosologists dysentery. New York, T. & 
J. Swords, 1797. 

Chicago. Board of Health. Epidemic anebic dysentery: 
the Chicago outbreak of 1933. Washington, Gov’t. 
print. off., 1936. 

Cope, Zachary. Surgical aspects of dysentery including 
liver abscess. London, H. Frowde, 1920. 

Craig, Charles Franklin. Amebiasis and amebic dysen- 
tery. Springfield, Thomas, 1934. 

Craig, Charles Franklin. The etiology, diagnosis, and 
treatment of amebiasis. Baltimore, Williams & 
Wilkins, 1944. 

Creager, Lewis, of Maryland. An inaugural essay on the 
dysentery, submitted to the trustees and medical 
professors of the University of Pennsylvania. Phila- 
delphia, T. T. Stiles, 18006. 

Fisher, James. An inaugural dissertation on that grade 
of the intestinal state of fever known by the name of 
dysentery. Philadelphia, Ormrod & Conrad, 1797. 

Great Britain. National health insurance joint com- 
mittee. Medical research committee. A study of 
1,300 convalescent cases of dysentery from home 
hospitals: with special reference to the incidence 
and treatment of amoebic dysentery carriers. 
London, H. M. Stat. off., 1918. 

Havens, Leon C. The bacteriology of typhoid, Sal- 
monella, and dysentery infections and carrier 
states. New York, Commonwealth Fund, 1935. 

Mann, James. A dissertation on dysentery, which ob- 
tained the Boylston prize medal for 1806. Zn his 
Medical sketches of the campaigns of 1812, 13, 14. 
Dedham, H. Mann and Co., 1816. 

Manson-Bahr, Philip H. The dysenteric disorders; the 
diagnosis and treatment of dysentery, sprue, colitis 
and other diarrhoeas in general practice. Baltimore, 
Williams & Wilkins, 1939. 

Rogers, Sir Leonard. Bowel diseases in the tropics; 

cholera, dysenteries, liver abscess and sprue. Lon- 

don, H. Frowde, 1922. 
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Winthrop-Stearns, Inc. Amebiasis. New York, Win- 
throp-Stearns, 1951. 
Woodward, Joseph Janvier. Diarrhoea and dysentery. 
In U. S. War Dept. Medical and Surgical History 
of the Rebellion. Wash., Gov’t. print. off., 1879. 
“Garrison considered this the greatest single 
monograph on dysentery.” 
Zimmerman, Johann Georg. Von der Ruhr unter dem 
Volke im Jahr 1765. Zurich, Fuessli & Co., 1767. 
“First important monograph on bacillary dysen- 
tery.” Library also has English and French edi- 
tions. 


Descriptive notes taken from Garrison-Morton’s “‘A Medi- 
cal Bibliography.” London, Grafton, 1943. 


Many of the significant developments in our 
knowledge of dysentery have been reported for the 
first time in medical journals, most of which are in 


the library’s collection. The library staff will be 
glad to help locate these articles for any interested 
faculty members. 


THE LIBRARY’S NEW LOOK 


The open shelves ordered for the Reading Roon 
should be in place by the time of the Annual Meet- 
ing. They will hold books published in the last ten 
or twelve years and make them readily accessible to 
users of the Library, in accordance with modern 
library practice. 

The glass-doored bookcases can then be used to 
protect and display some of the rare old books now 
hidden in the stacks. 

Come in and see the new arrangement, and make 
use of the Library’s facilities! 





| 


In Viewing the VA Medical Program. . . 








types of disability 
















non-service connected: 








AUTO ACCIDENT: 


The medical profession fully endorses and supports 


the medical program of the Veterans Administration 
through which veterans receive medical care and 
hospitalization without cost for illnesses or injuries 
incurred as a result of military service (left). It is felt, 


however, that the federal government should not 


assume the responsibility for the medical care of: 


veterans whose disabilities are incurred in civilian life 


and which have no relationship to their military 


service. 























Health Departments 








MARYLAND STATE DEPARTMENT 
OF HEALTH 


Medical Care Program 


Maryland’s medical care program will be the sub- 
ject of a series of 26 television broadcasts beginning 
March 11, Dr. Robert H. Riley, Director of the 
State Health Department and Dr. Mark V. Ziegler, 
Chief of the Bureau of Medical Services and Hos- 
vitals, State Health Department, have announced. 

“Standing By,” as the program will be entitled, 
will be produced by the Maryland State Department 
of Health and WBAL-TV in Baltimore. It will be 
broadcast on alternate Thursdays from 5 until 
5:15 P.M. 

Dr. Maurice C. Pincoffs, Professor of Medicine at 
the University of Maryland School of Medicine and 
a member of the State Board of Health, and Dr. 
William Ross Cameron, Washington County Health 
Officer, will be the guest speakers on the first pro- 
gram. The history of the medical care program will 
be the topic. 

Dr. Herbert Notkin, Assistant Chief of the Bureau 
of Medical Services and Hospitals, State Health De- 
partment, and Mrs. Anne Holland, Director of 
Women’s Activities for WBAL-TV’s Public Affairs 
and Information Department, will be the moderators 
for the series. 

Various phases of the medical care program of the 
State and of the counties will be discussed with 
authorities as guest speakers. 

“Standing By” is the second series of television 
programs currently being produced jointly by the 
State Health Department and WBAL-TV. The 
other program is “‘Let’s Face the Problem,” which 
deals with various aspects of alcoholism. 

Joe B. Dellinger, Chief of the Section on Alcohol 
Studies, State Health Department, and Mrs. Holland 
are the moderators. 

The alcoholism program is scheduled for alternate 
Thursdays at 5 to 5:15 P.M. Accordingly, the 




































medical care program will be on one Thursday and 
alcoholism the following Thursday. 


(UCK. 


Director 


» BALTIMORE CITY HEALTH 
DEPARTMENT 


A Short Description of the Baltimore 
City Medical Care Program 


All persons certified as being on Welfare Depart- 
ment rolls are eligible for services under the Balti- 
more City Medical Care Program, including (a) an 
initial general physical examination, (b) home and 
office care by a personal physician of the person’s 
own choice, (c) freely available consultation, diag- 
nostic and treatment services by specialists at hos- 
pitals, (d) laboratory and X-ray services, (e) neces- 
sary eyeglasses, (f) limited dental care and (g) drugs. 
The program is approved by the State Board of 
Health and is administered by the Baltimore City 
Health Department. 

Each person upon admission to City Welfare De- 
partment rolls is notified that he is eligible to receive 
medical services under the Baltimore City Medical 
Care Program and is given instructions concerning 
it. He is advised to go to one of six large hospitals 
and give the name of the physician in his neighbor- 
hood from whom he wishes to receive home or office 
care when ill. Also at the hospital the person receives 
a general physical examination including all neces- 
sary laboratory and X-ray examinations. The 
results of the examination and advice regarding any 
need for treatment or special supervision are sent by 
the hospital to the personal physician. Thereafter 
the personal physician may apply to the hospital for 
any necessary examination or advice by a specialist, 
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and for any needed laboratory or X-ray examina- kept supplied with an up-to-date identification carc 


tions. When treatment by a specialist is required by _ showing his eligiblity. 


an ambulatory patient, such treatment is provided Hl Wa é 
by the hospital. Drugs are provided by the neighbor- 4d ae he Wess, NP 


hood pharmacist. Each person eligible for services 


under the Baltimore City Medical Care Program is Commissioner of Healt): 


AUDIO-DIGEST FOUNDATION 
AMEF Bulletin 


The Audio-Digest Foundation was originally started as an adjunct to the public relations 
program of the California Medical Association and during the first year of its operation, it 
was so well received by individual members of the Association and local medical societies 
along the west coast that CMA officials realized it could well serve the nation’s physicians if 
it were operated on a national basis. At the same time, the ADF would be useful as an added 
source of income for the American Medical Education Foundation. With this in mind, the 
Audio-Digest Foundation was incorporated under laws of the State of California and started 
promotion of its services on a national scale on January 1, of this year. 

ADF services are available to individual physicians and state and county medical socie- 
ties. They include: a general practice digest of abstracts of from 20 to 30 current scientific articles 
on one-hour tape recordings, which are available weekly at the subscription price of $2.75 
per week for one year; specialty digests in surgery, internal medicine and OB-GYN, which are 
published every two weeks at $2.75 per issue for one year; and /ectures on one-hour recordings 
with accompanying film strips. Non-illustrated recordings of the lecture series are available 
for $3.75 per reel and illustrated for $5.50 per reel. 

Unquestionably the Audio-Digest Foundation’s success at the national level will spell added 
dollars to the AMEF campaign for funds to assist the nation’s medical schools. It has been 
estimated that the AMEF can net approximately $1,000,000 annually from this source if the 
individual physicians in this country and state and local medical societies will give ADF their 
wholehearted support. ADF does not intend to replace the Foundation’s annual campaign 
but it will augment the present income of the Foundation and at some future date, it could 
well become one of the major sources of regular income which will materially assist our medical 
schools to maintain high teaching standards. 

All requests for additional information on Audio-Digest should be directed to Mr. J. L. 
Pettis, Executive Vice President, Audio-Digest Foundation, Inc., Suite 938, 417 South Hill 
Street, Los Angeles, California. 

It should be pointed out that Audio-Digest does not seek contributions, rather, it sells a 
valuable service to physicians and their medical societies and it will keep them abreast of the 
fast-changing pace of modern medicine. This service is sold at a cost lower than the individual 
would pay for a one-hour blank tape at his local music store. At the same time, it will make a 
substantial contribution to the AMEF each year. The more subscribers of ADF, the greater 
the contribution from Audio-Digest to medical education. 























Maryland State Medical Journal 


STATE OF MARYLAND DEPARTMENT OF HEALTH 
MONTHLY COMMUNICABLE DISEASE REPORT 


Case Reports Received during 4-week Period, February 26-March 25, 1954 
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e = infectious encephalitis. 
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Ha! Blue Cross - Blue Shield 





BLUE SHIELD—A PROGRESS REPORT 
R. H. DABNEY* 


Blue Shield, now more than three years old, had 
another successful year in 1953, with substantial 
gains in enrollment, subscription income, and pay- 
ments to physicians. 

The figures set forth below on the number of sub- 
scribers enrolled and the number of cases handled 
indicate the steady growth which Blue Shield has 
enjoyed. 


Subscribers Enrolled 
(As of December 31st) Cases Paid 


NE A er 57,472 4,358 
ee en eee 84,738 8,669 
- EPR ER ener: 112,475 11,706 


In terms of service to subscribers, the relationship 
between the number enrolled and the number of 
cases paid is significant. In 1951, for instance, only 
76 out of every 1000 subscribers used Blue Shield 
benefits. Utilization increased as the Plan grew until, 
in 1953, 111 subscribers out of every 1000 enrolled 
received benefits. Of the more than 11,700 who used 
Blue Shield last year, 61% received surgical benefits, 
12% used obstetrical care, and the remaining 27% 
received medical benefits. 


SubscriptionjIncome Paid for Care 
PDR bs; hoa riess Sata vere $437 ,787 $305 ,452 
RAP $737,324 $654,825 
NE tues ees $1,040,971 $853, 190 


As noted from the above figures, subscription in- 
come passed the million-dollar mark last year, but, 
at the same time, total expenditures for medical care 
rose from approximately 70% of income (in 1951) to 
85% (in 1953). This percentage of income returned 
to subscribers in the form of benefits was slightly 
higher than the average of 82% reported by all Blue 
Shield Plans throughout the country. 

Subscribers whose annual incomes didn’t exceed 
$3,000 for single persons and $4,000 for married 
couples received service benefits under the contract 
without additional charge by the participating 
doctor. While our records do not indicate the exact 


* Executive Director, Maryland Hospital Service, Inc., 
and Maryland Medical Service, Inc. 
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number of patients who were under or over these 
income limits, we do know that in 64% of all cases 
handled, Blue Shield benefits were accepted as pay- 
ment in full by treating physicians, and 36% paid 
something in addition directly to the doctor. 

The number of doctors who participate in the 
Plan has continued to increase. At the end of 1951, 
the first full year of operations, there were approxi- 
mately 1400 doctors participating in the program. 
This number has increased steadily and there are 
now more than 1,730 doctors included. It is esti- 
mated that this total represents better than 90% 
of the doctors in Maryland who ordinarily admit 
patients to hospitals. 


These comments and figures concern our own Blue 
Shield Plan, but this progress would not be complete 
without mentioning the special program for Bethle- 
hem Steel employees and their dependents. This 
program, different from our own, has been admin- 
istered by Blue Shield, and, in itself, accounts for a 
substantial part of total business of Maryland Medi- 


cal Service. 
Subscribers Enrolled Paid for Care 


ROS aioceoauce sits ik SO 102 ,380 2,211 
BORE. 2 eas See see hee ees 107,171 9 ,964 
DOO a. A natsiccl eevee py coy eames 108 ,939 11,209 
Subscription Income Paid for Care 
BON oN stecatewsaerunleiaiee Sinks $211,041 $110,595 
BOs 5 cols tent asia ieieiesaeie $643 , 658 $499 ,157 
BO ode a ake $662,791 $547 , 537 


Here again, enrollment has been maintained at a 
high level and, since the effective date of the pro- 
gram, in October 1951, both payments and cases 
have increased steadily. In 1953, 84% of the total 
subscription income was paid out in benefits for 
subscribers. This special program now provides 
only for surgical and obstetrical benefits and docs 
not include benefits for medical care, anesthesia, or 
for consultations. Negotiations are now in progress 
which will very likely result in a considerable broac- 
ening of benefits under this program during the next 
year. 
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Woman’s Auxiliary to the Medical and Chirur- 
gical Faculty 


MRS. CHARLES H. WILLIAMS, Auziliary Editor 








FIFTH ANNUAL MEETING PROGRAM 


Monday—April 26, 1954—9-1 PM 
Med. Chi. Ball 
Alcazar 
Tuesday—April 27, 1954—Sheraton-Belvedere Hotel, Baltimore, Md. 
10:00 a.m. Registration 
10:15.a.m. Business meeting, Mrs. John G. Ball, presiding 
Election of officers 
Special Reports—Organization, Legisiation, Civil Defense. ““Today’s Health.” Mental 
Health 
10:45 a.m. Maryland Nurse Recruitment Film “Girl With the Lamp”—Courtesy of Baltimore City 
Auxiliary 
11:15-12:00 noon Panel Discussions—Mrs. A. E. Goldstein, presiding 
Nurse Recruitment—Mrs. James Kerr 
Doctor’s Day—Mrs. Gerald LeVan 
12:15 p.m. Luncheon—Ballroom 
Invocation—Sister Martha Hansen, Sc.D., Directing Sister, Lutheran Motherhouse, 
Ruxton 
Address—‘‘The Simplicity to Wonder’—Dr. John C. Krantz, Jr. 
2:00 p.m. Hats and Furs Fashion Show—by Kitty Dierken, Star, Stage, TV and Radio 
Music—by Jack Lederer 
Postconvention meeting to be called by President 
Wednesday—April 28, 1954 
The ladies of the Auxiliary are cordially invited to join their husbands and attend the BUFFET SUPPER 
at 6:30 p.m., which will be followed by the evening meeting of the Medical and Chirurgical Faculty. 
These will be held at the Faculty Building, 1211 Cathedral Street. 

COMMITTEE FOR CONVENTION: Arrangements, Mrs. George E. Urban; Tickets and Reservations, 
Mrs. Otto C. Brantigan and Mrs. Louis C. Dobihal; Entertainment, Mrs. Thomas S. Bowyer; Registra- 
tion, Mrs. George H. Brouillet; Hospitality, Mrs. Richard G. Coblentz; Publicity & Press, Mrs. Charles 
H. Williams; Flowers & Favors, Mrs. D. Delmas Caples and Mrs. Thomas E. Wheeler. 


MRS. HOWARD F. ROOT 


It is with a great sense of loss that we report the sudden passing of Mrs. Howard F. Root 
of Connecticut on March 7, 1954. 

Mrs. Root was a Marylander, the sister of Dr. John T. King of Baltimore and the dear 
friend of our Maryland Auxiliary. She held office in the Woman’s Auxiliary to the American 
Medical Association as a Director and it was always our pleasure to see her informally 
after the National meetings and discuss our mutual friends. 
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MEDICAL EDUCATION NEEDS THE 
SUPPORT OF “MRS.” DOCTOR 


NEWLAND E. DAY, M.D. 


Seventy-nine medical schools graduating over six 
thousand doctors a year in this nation have turned 
to the Women’s Auxiliaries of the Medical Societies 
for help in their fight to maintain academic freedom 
while continuing the climb toward even higher 
standards. 

The crying need of these schools is financial. 
Problems have been increasing since before World 
War II, but have become critical since the post war 
era. What has happened revolves around finances, 
and involves personnel, materials, building main- 
tenance, new construction and the ever increasing 
demand for more well-trained physicians as our 
population steadily increases and lives longer. 
Tuitions do not begin to pay the costs mentioned 
above. It costs a minimum of $13,000 to graduate a 
Doctor and he pays hardly one-sixth of that cost in 
tuition. The chances are that even he doesn’t realize 
that fact. However he must have wondered at times 
how his school was able to keep such public service- 
minded and selfless men, so highly trained as his 
instructors at such low pay levels. But even these 
men can reach a point where in self defense and out 
of necessity to maintain even minimum standards 
for their own wives and children they must seek em- 
ployment elsewhere in a market highly competing 
for their talents. 

It has been recognized, that increasing taxation 
has resulted in dwindling sources of endowment 
funds. Such a situation, uncorrected, could bring our 
medical schools to the only alternative of asking 
for government intervention in the form of financial 
aid. Medicine has long been aware that government 
aid, by its very character implies a degree of control 
which the professional groups have felt to be most 
undesirable and even dangerous to the freedom of 
our excellent systems of education. 

A leader in the suggestion of alternative solutions 
was our (now) President Eisenhower, then President 
of Columbia University, around whom was created 
the idea of a ‘National Medical Education Founda- 
tion.” This Foundation was developed to found a 
long range interest among the laity and industry in 
the problem. The ‘‘American Medical Education 


Foundation”’ is its parallel to accomplish the same 
purpose with the doctors. Lay organizations and 
industry however, had to be assured that the Medi- 
cal Profession itself was convinced of the worthwhil- 
nature of the cause as evidenced by the physicians 
personal contributions to their own or other Medica! 
Schools. The challenge was clear. The Need? 
$10,000,000 (ten million dollars), yearly to restore, 
and maintain in good order the present shaky finan- 
cial structures on which our schools rest. 

Into the fight have now been brought the spirited 
resources of the Women’s Auxiliaries to our Medical 
Societies. These groups have in many instances 
caught the sense of urgency before their physician 
husbands, and with typical intuitiveness and re- 
sourcefulness cut red tape to get to the core of the 
problem. All they wanted to know was HOW CAN 
WE HELP? Then they came up with some of their 
own answers. Direct financial donations from these 
groups have resulted from such projects as splen- 
didly produced Faculty Balls, card parties, fashion 
shows, and etc. Even with this splendid display of 
their belief in the project, more than that is needed. 
Talk to your “hubby” about HIS contribution to his 
medical school. Explain the advantage of making 
out a check payable to the American Medical Educa- 
tion Foundation, and earmarking on the check (or 
by letter with it) the school for which it is intended. 
This manner of making a contribution can enhance 
tremendously the evidence that industry is seeking. 
Show that we ARE concerned. Make it possible for 
our schools to obtain additional matching money, 
equivalent to the doctors contribution. THERE 
ARE NO STRINGS ATTACHED AND NO 
DEDUCTIONS FROM HIS CONTRIBUTION 
FOR ADMINISTRATIVE COSTS (all of which 
are borne by the American Medical Association and 
not by the Foundation contributions). 

When needed in vital issues, you ladies have done 
it before. This is the chance for real progressive effort, 
not just a chance to criticize some other suggestions 
as to how the needs of private enterprise are to be 
met by government intervention. For further in- 
formation inquire of your State Auxiliary repre- 
sentative to the American Medical Educatior 
Foundation, Mrs. J. Carlton Wich, or inquire ai 
the Medical and Chirurgical Faculty Building, 1211 
Cathedral Street, Baltimore 2, —attention A.M.E.F. 
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DOCTORS’ DAY IN MARYLAND! 
March 30, 1953 
W. ROSS CAMERON, M.D., M.P.H2 
INTRODUCTION 


“Two powerful forces seem to be wrestling with 
one another. One, a force of blood and of death, is 
constantly devising newer means of destruction. The 
other, a force of work, of peace and of health, is con- 
tinuously developing better methods of delivering 
mankind from the scourges which beset him.”’ 

These words are as true today as when they first 
were spoken by Louis Pasteur over 75 years ago. In 
a ‘‘cold” war that is not so cold, one force is seeking 
to conquer the free world by violence, and is com- 
pelling all nations constantly to be ready for the 
battlefield. The other force is continuously working 
io relieve suffering by delivering humanity from its 
diseases. That force is the medical profession, a 
group which the citizens of Maryland pause to honor 
on this day, Monday, March 30, 1953. 

The voice to which you are listening is that of a 
physician. He is not, however, engaged in the private 
practice of medicine, but for many years—day by 
day, and week by week,—he has been in a position 
to observe the doctors at work—not only in this 
county and in this state, but in other states and in 
other countries. 

During the past two years the speaker has served 
with the United States Armed Forces in China—or 
what remains of that unhappy nation on the island 
of Formosa. There, it has been a custom of many 
years standing for each community to honor all its 
doctors on one day of each year. On two occasions 
your speaker was a guest of honor during the 
celebration of Doctor’s Day in China. Not only all 
physicians but the members of their families were 
feted and otherwise entertained by the communities 
in which they serve. There were many impressive 
demonstrations of the affection with which Chinese 
physicians are held by the entire population. 


REASONS FOR DOCTORS DAY 


So far as can be determined, this is the second 
Doctors’ Day in Maryland. It affords the speaker 


Radio Broadcast: Station WARK, Hagerstown, Md. 
4:30 P.M. March 30, 1953. Permission for reprinting granted. 
? Deputy State and County Health Officer. 


great pleasure to join his voice with those who would 
pay their respects to the private practitioners of 
medicine on this occasion. He also would like to 
think that he is honoring physicians who, working 
in hospitals and in research laboratories, also have 
done much to increase our knowledge of the art and 
science of medicine. 

“Oh,”’ some may say, “it may be quite in order 
for the Chinese to have their Doctors Day, but why 
should this custom be adopted in the United States 
and particularly in Maryland? Have not our 
physicians received their reward in the form of 
financial payments for services rendered?” 

When one considers this subject even for a short 
time, there comes to light a number of reasons why 
it is appropriate that a special day be set aside for 
this purpose. Time will permit us to discuss only two. 

1. The first reason is that over the years the 
doctors in this State have made exceedingly valuable 
contributions to the very striking progress that has 
been made in medicine. 

At the turn of the century many of the current 
methods of treating the sick and preventing disease 
were undreamed of. There was no X-ray. Radium 
had not been used for medical purposes. Vitamins 
were unknown. Immunization against many com- 
municable diseases had not been attempted. No one 
had drawn blood from a vein to make chemical or 
bacteriological studies. There were no such words as 
allergy, basal metabolism, and many others which 
are in common use today. A surgical operation was 
an extremely hazardous adventure. Diagnostic pro- 
cedures too numerous to mention had not been de- 
veloped. 

Summer invariably brought its heavy toll in 
deaths of infants. Typhoid came early in the fall, 
followed by diphtheria and scarlet fever in epidemics 
with a high death rate. Tetanus was a common and 
almost always lethal complication of a serious 
wound.Cerebrospinal meningitis raged in epidemics 
in which as many as 80% of its victims died. 

That was the state of affairs in the medical field 
in Washington County at the turn of the century. 
As late as 1930, however, when the speaker first 
came to Hagerstown, conditions were not much 
better. It is quite clear, therefore, that in the last 
50, and especially in the last 25 years, advances in 
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medicine have been almost unbelievable. In effecting 
this phenomenal progress, each private physician in 
Washington County has played his part. 

During the period under review, major advances 
include the following: 

(a) In surgery, the technical progress has been 
fabulous: rubber gloves, new suture materials, im- 
proved asepsis and anesthesia, better methods of 
treating shock, and new territories have been opened 
up by pioneers in chest surgery and brain surgery. 

(b) Summer diarrheas and typhoid fever have all 
but vanished as a result of improvements in the 
sanitation of handling water, sewerage, food and 
milk. 

(c) Diphtheria, and other diseases such as tetanus, 
which are prevented by immunization of various 
kinds, now are almost completely under control. 

(d) In one form or another the new sulfonamides, 
penicillin, and many of the so-called ‘wonder drugs” 
have a specific and curative effect on a high propor- 
tion of the common bacterial diseases: pneumonia, 
gonorrhea and syphilis, meningitis, and erysipelas— 
to mention but a few. 

(e) Early diagnosis and treatment in sanitaria, 
artificial collapse of the diseased lung and other 
forms of surgery, as well as some of the most recently 
discovered drugs, make the future of the tuberculosis 
patient very hopeful indeed, and the possibilities of 
complete control of this disease have been greatly 
enhanced. 


WHAT ARE THE RESULTS OF THIS AMAZING PROGRESS? 


(a) People are living healthier and, we trust, hap- 
pier lives—lives which have been lengthened 5, 10, 
15, or even 20 years. 

(b) The number of persons living past the 40th 
year is greater than ever before. Unfortunately, how- 
ever, this has resulted in an increase in the prevalence 
of diseases like cancer, heart disease, diabetes, and 
mental disorders which occur more often in people 
in the middle and older age groups. 

(c) Advances also have been made in controlling 
diseases in the aging population. Doctors cannot 
provide new hearts, but some can be repaired, and 
old ones are being treated more successfully. In the 
battle against cancer, though the cause is obscure, 
much has been accomplished through an active 
campaign of public education, by more prompt 


diagnosis, as well as by use of radium, x-ray, and 
surgery. The lives of many cancer patients have 
been saved and much suffering averted. 

2. The second reason for honoring doctors on 
this day is that they occupy a unique place in th: 
minds and hearts of the people. 

For many of us the family doctor is one of our 
warmest memories and, fortunately, a relatively 
large number of general practitioners still practice 
in Washington County. Many of them lead unselfisi 
and truly heroic lives, working not a 40 or 60 hour 
week, but more nearly continuously, without holi- 
days and sometimes without sufficient sleep. In spite 
of the demands upon them, a high proportion manage 
to keep abreast of the times. It is a killing job. Un- 
fortunately, however, the extraordinary advances 
in medicine rapidly are making the science of healing 
too vast for one man to carry in his head. The 
services of the family doctor now are being aug- 
mented to quite a significant extent by the specialist. 

As it was with the saint who saw us through 
whooping cough and measles, it also is the primary 
purpose of the doctors living today to restore people 
to health and happiness—but this objective is 
reached in a different way, often with the aid of a 
specialist. 

The modern physician is neither a saint, nor a 
soldier, nor a social worker. He is an intensely de- 
voted and scientifically inspired expert in his pro- 
fession. It is his consuming interest and purpose to 
see to it that the patients whom he treats are well 
treated. His chief consolation is to feel that he may 
help those living today, as well as those who come 
after him, to do better than himself—so that they 
may fix their eyes on those great horizons of which 
he has only caught a glimpse. 


CONCLUSION 


By way of summarizing what has been said, you 
are reminded that today the accumulated medical 
knowledge of the ages is at our command. Today, 
thanks to the guidance of the Great Physician, man- 
kind is to a greater extent than ever before the 
master of his medical destiny rather than the victiin 
of the grim hand of fate. Today it is not too much io 
anticipate that another 50 years—nay, less—may 
deliver up the answers to many of the questions 
which currently baffle physicians. 
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On Doctors’ Day, the bands are not playing, the 
streets are not lined with cheering spectators, but 
medicine is indeed on the march. The doctors of 
Maryland are in the vanguard. 
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FROM PRESIDENT EISENHOWER’S SPECIAL MESSAGE TO CONGRESS ON 


HEALTH 


The AMA Washington Letter—No. 55 


In a special message to Congress on the nation’s health problems, President Eisenhower 
proposes the following: 
' Medical Care—Reinsurance. “Better health insurance protection for more people can be 


provided ... The government can and should work with them (private and non-profit 
organizations) to study and devise better insurance protection to meet the public need. . . 
I recommend the establishment of a limited federal reinsurance service to encourage broader 
health protection to more families. This service would reinsure the special additional risks 
involved in such broader protection. It can be launched with a capital fund of $25 million 
provided by the government, to be retired from re-insurance fees.” 

Rehabilitation. ‘There are 2,000,000 disabled persons who could be rehabilitated and thus 
returned to productive work. Only 60,000 now are being returned each year. Our goal 
should be 70,000 in 1955... for 1956, 100,000... In 1956 the states should begin to 
contribute to the cost of rehabilitating these additional persons... By 1959, with ... states 
... Sharing with the federal government, we should reach the goal of 200,000... We 
must extend greater assistance to the states (for) . . . specialized training of personnel 
... research, clinical facilities for rehabilitative services . . . the development of commu- 
nity centers and special workshops.” Details of cost to be set forth in budget message. 
Construction of Medical Facilities. “New hospital construction continues to lag behind the 
need. .. (but)... hospital construction meets only part of the urgent need for facilities. . . 
I . . .propose added assistance or assistance in the construction of (a) non-profit hospitals 
for care of chronically ill, (b) non-profit medically supervised nursing and convalescent 
homes, (c) non-profit rehabilitation facilities for the disabled, (d) non-profit diagnostic 
or treatment centers for ambulatory patients ...I (also) recommend . . . special funds 
be made available to the states to help pay for surveys of their needs.” (Legislation already 
introduced in both houses provides for grants of $20 million for diagnostic or treatment 
centers, a like amount for chronic disease centers, and $10 million each for rehabilitation 
facilities and nursing homes. These sums would be in addition to the appropriation under 
the regular Hill-Burton Act, which this year is $65 million.) 

Other Federal Programs. A “new approach” in grant-in-aid would apply a “simplified 


formula . . . permitting the states to use greater initiative in state programs and take 
more responsibility . . . States (would be) aided in inverse proportion to their financial 
capacity ... A proportion of the federal assistance to be set aside for support of unique 


projects of regional or national significance which give promise of new and better ways of 
serving the human needs of our citizens.” 
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GOVERNOR'S PROCLAMATION 
"DOCTORS' DAY" 
March 30th, 1954 


The importance and usefulness to humanity of medicine and 
chirurgery have increased through the years with each advance of the practitioners 
in the broad sphere of their knowledge. 


We are living in one of the truly great ages of research and study, 
Long strides are being taken in the alleviation and curing of ancient ailments, 


Never were the men and women of these and related sciences 
more devoted to the understanding and the practicing of their professions, 


We already see the results in new attacks against old diseases, 
and the horizon is bright with new hopes--new faith in the skills and learning which 
God gives to those who choose the life of devotion to the arts of healing, 


In Maryland--particularly in the metropolis of Baltimore--the world 
has one of its greatest centers for the developing and disseminating of advanced 
knowledge in medicine and surgery. 


It is a distinction of which we are particularly proud, 


With the cooperation of our fine surgeons and physicians, too, our 
State has developed a pioneer plan of rendering needed aid to our unfortunate 
citizens who are, through no fault of their own, indigent or unable to support their 
own needs for medical and surgical treatment, 


It is our State's sound answer to those who would inflict upon our 
people as a whole the unwanted and unwieldy socialization of medicine which has 
crept into the society of less progressive nations, 


In recognition of our State's leadership in research into human ills, 
its treatment of human diseases, and its advanced care of its citizens, and in 
gratitude to the great men and women of past and present who practice the professions 
of medicine and chirurgery among us, I, Theodore R. McKeldin, Governor, do 
hereby proclaim March 30, 1954, to be "DOCTORS' DAY" in Maryland, 













GIVEN Under My Hand and the Great 
Seal of the State of Maryland, at the 
City of Annapolis, this 8th Day of 

February, in the Year of Our Lord, 


One Thousand Nine Hundred and 


Fifty -Four. VY, gt 


By the Governor — 


ecretary of State 
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Maryland Academy of General Practice 


President—LAURISTON L. KEown, M.D., Baltimore 
President-Elect—MERRILL M. Cross, M.D., Silver Spring 
Secretary-Treasurer—WILL1AM T. LAYMAN, M.D., Hagerstown 
Vice-Presidents—NATHAN E. NEEDLE, M.D., Baltimore 
N. E. Sartorius, Jr., M.D., Pocomoke City 
ROBERT VAN L. CAMPBELL, M.D., Hagerstown 
Executive Secretary—MRr. WILLIAM J. Wiscott, Baltimore 








Postgraduate Medical Seminar—May 13, Management of Prolonged Labor in Childbirth 
1954 Present Day Concepts on Burn Therapy 
Advances in Neurology 
[he regular spring meeting of the Maryland The morning session which will begin at 10 o’clock, 


Academy of General Practice will be held this year will be followed by a luncheon at the Alexander 
in Hagerstown, Maryland, at the Alexander Hotel, Hotel, with Lederle Laboratories as host. Panel 


Thursday, May 13, 1954. discussions will follow both the morning and after- 

The subjects to be discussed include: noon program. The meeting will end with cocktails 

Intracardiac Surgery and hors d’oeuvres following the afternoon session 
Hypertension in Unilateral Kidney Disease between 5 and 6 p.m. 

Diagnosis and Treatment of Poliomyelitis All members of the medical profession in Mary- 

Skin Manifestations of Certain Interna] Dis- land and their wives are invited to attend. There will 
eases be no registration fee. 


CONGRESS RECEIVES RESULTS OF BOLTON POLL ON NURSE SHORTAGE 
The AMA Washington Letter, No. 60 


The nurse shortage in the U. S. is acute and remedial action is urgently needed, Rep. 
Frances Bolton (R., Ohio) has informed Congress. Her findings were reported to the House as 
a result of a poll sent to 10,000 nurses, physicians, hospital administrators, state and federal 
officials and other interested laymen. Mrs. Bolton reported she had received returns from 
38.5% of those sent questionnaires. Mrs. Bolton introduced a bill early in the last session for 
a federal program of grants for graduate nurse training and practical nurse training. The 
American Medical Association, in testimony to the House Commerce Committee, reiterated 
support of one-time construction or renovation grants to nursing schools on a matching basis 
and grants to states for advanced nursing scholarships. 

Mrs. Bolton listed these findings, among others, in her report to the House: (1) Nurse 
shortage is most critical in general and private duty nursing, followed by teaching, supervision 
and administration categories, (2) low pay and long and irregular hours are major factors in 
the shortage, (3) more funds to nursing schools should remedy the shortage, and (4) a program 
of state-administered, federal-state matching funds is the preferred approach to the problem. 














Book Reviews® 








Acknowledgment of all books received will be made in this column, and this will be deemed by us as full com- 


pensation to those sending them. 


Stedman’s Medical Dictionary. Edited by Norman 
Burke Taylor, V.D., M.D., F.R.S.C., F.R.C.S. (Edin.) 
F.R.C.P. (Can.) M.R.C.S. (Lon.) in collaboration with Lieut. 
Col. Allen Ellsworth Taylor, D.S.O., M.A. Eighteenth Re- 
vised Edition. 1561 pp. 16.4 x 24.7 cm. The Williams & 
Wilkins Company, Baltimore, Maryland, 1953. Price $11.50. 


This new edition has been brought up-to-date with the 
addition of several thousand words. There are nearly 
600 illustrations, including many original drawings, 
which are excellent. Thumb indexing is extremely con- 
venient. 

Although the print is small, it is very easy to read. 
Word derivations are clear and should be easily under- 
stood by students in various professions, who would 
have the most occasions to use this in their studies. 

Tables, including Areas, Arteries, Veins, Bones, Ducts, 
Ligaments, Muscles, etc., are excellent. 

The Appendix includes Weights and Measures, Sym- 
bols, Stethoscopic Abbreviations, Temperature Scales, 
Barometer Scales, Chemical Elements, Pathogenic 
Microparasites, New Nomenclature, and Standard 
Weights. 

The information and scope of this reference is compre- 

* The reviews here published have been prepared by com- 


petent authorities and do not represent the opinions of any 
official bodies unless specifically stated. 


hensive and invaluable. It represents a reference of 
broad information, valuable to both the individual and 
to libraries. G. H. Y. 


The Anatomy and Surgery of Hernia. Leo M. Zimmer- 
man, M.D., Professor of Surgery and Co-Chairman of tlie 
Department of Surgery, Chicago Medical School. Barry J. 
Anson, Ph.D. (Med. Sc.) Professor of Anatomy, Northwestern 
University Medical School. The William & Wilkins Company, 
Baltimore, Maryland, 1953. Illustrated, 374 pages. Price $10. 


This modern volume on an old subject should prove a 
welcome addition to the library of any surgeon dealing 
with the problem. The subject material is presented in 
a well organized and digested way. 

Chapter II on “Hernia in General”’ is evidence of a 
great amount of material, informatively summarized 
and presented. A chapter is devoted in a didactic yet 
condensed manner to each type of hernia, complete from 
definition, incidence, symptoms, etc. to acceptable opera- 
tive, corrective procedures. 

A chapter “Hernia Through the Ages’’ reads as easily 
and as interestingly as a novel. Throughout the volume, 
excellent illustrations and photographs accompany the 
text, well exemplified in the chapter “Anatomy of the 
Abdominal Wall.” This practical monograph on Hernia 
should serve as a good, up to date review for anyone 
engaged in abdominal surgery. H.C. H. 





FEDERAL EMPLOYEE HEALTH INSURANCE PROPOSED 
The AMA Washington Letter, No. 60 


President Eisenhower has announced that later in the session Congress will be asked to set 
up a program of contributory medical care and hospitalization insurance open to all federal 
employees, and supported in part by an annual contribution of about $50 million from the 
U. S. government. Payroll deductions, presently forbidden under federal law, would be au- 
thorized. The plan is reported to include these other points: (1) The government and the 
employee to share equally premium costs up to $25 per year per employee, with the latter 
paying all costs above that figure. The employee would have his choice of hospitalization, 
surgical care and medical care, or all three, for himself and his family, but the U. S. contribu- 
tion would not exceed $12.50. (2) Private insurance groups—Blue Cross and Blue Shield, 
White Cross, and cooperative group health plans—would handle the insurance. There would 
be no set formula, but details would vary among departments and geographic areas. The 
administration also is proposing that Congress authorize federal contributions. toward life 


insurance policies for U. S. employees. 
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COMING MEETINGS 











ANESTHESIOLOGY SECTION 
1211 Cathedral Street, Baltimore 


CHARLES F. HOBELMANN, M.D., Chairman LIONEL GLASSMAN, M.D., Secretary 
FRANK J. Brapy, M.D., Program Chairman 


Tuesday, May 4, 1954, 8:30 p.m. 


Business meeting. 





THE SIXTH ANNUAL MEDICAL AND SURGICAL SYMPOSIUM 
Sponsored by the Medical Association of the Lutheran Hospital of Maryland 


Date: Saturday, May 8, 1954. 
Place: Nurses Home, Lutheran Hospital, Ashburton Street and Rayner Avenue. 
Morning Session: 10:45 a.m. to 12 noon 
“Thin Bones, Old People, and Hormone Therapy,” Edward C. Reifenstein, Jr., M.D. 
Luncheon: 12 noon to 1:30 p.m. 
Afternoon Session: 1:30 p.m. to 3:30 p.m. 
Panel Discussion: Hypertension 


Moderator 
Louis Krause, M.D., Chief of Medicine, Lutheran Hospital, and Professor, Clinical 
Medicine, University of Maryland School of Medicine. 


Participants 

William A. Jeffers, M.D., Chief of the Hypertension Section, University of Pennsylvania 
School of Medicine, and Associate Professor of Medicine. 

Paul Kimmelstiel, M.D., Pathologist and Director of Clinical Laboratories, Charlotte 
Memorial Hospital, Charlotte, North Carolina. 

Thomas J. O’Neill, M.D., Associate Professor of Thoracic Surgery, Graduate School, 
University of Pennsylvania School of Medicine, and Associate in Thoracic Surgery, 
Hahnemann Hospital, Philadelphia, Pennsylvania. 


Question Period 





MARYLAND PSYCHIATRIC SOCIETY 
1211 Cathedral Street, Baltimore 
LEONARD J. GALLANT, M.D., Secretary 
Thursday, May 13, 1954, 8:30 p.m. 


Clinical and Physiologic Psychosomatic Studies of Patients with Hypertension. Captain 
Morton F. REISER, United States Army, Walter Reed Hospital. 

Discussants: MAuRIcE H. GREENHILL, M.D., Associate Professor of Psychiatry, University 
of Maryland. 
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Coming Meetings 


MARYLAND RADIOLOGICAL SOCIETY 
Second Annual Meeting 


JOINT MEETING WITH THE RADIOLOGICAL SECTION OF THE BALTIMORE 
CITY MEDICAL SOCIETY 


Saturday, May 15, 1954 
Hotel Alexander, Hagerstown, Maryland 


If you wish additional] information regarding this meeting, contact Dr. Richard B. Hanchett, 
telephone VErnon 7-6500. 


THE COMMITTEE FO>. THE STUDY OF PELVIC CANCER 


1211 Cathedral Street, Baltimore 





Sponsored by the Maryland Division of the American Cancer Society and the Medical and 
Chirurgical Faculty. 


RicHarpD W. TELINDE, M.D., Chairman BEVERLEY C. Compton, M.D., Secretary 


Thursday, May 20, 1954, 5:00 to 6:00 p.m. 


MATERNAL MORTALITY COMMITTEE 
1211 Cathedral Street, Baltimore - 
Thursday, May 27, 1954, 4:00 to 5:00 p.m. 


Joint Committee on Maternal Mortality of the Baltimore City Medical Society and the 
Baltimore City Health Department. 


PAN AMERICAN CONGRESS OF OPHTHALMOLOGY MEETS IN 
SAO PAULO IN JUNE 


June 17—June 21, 1954 


The Pan American Association of Ophthalmology will hold its Third Interim Congress 
June 17 to 21 in Sao Paulo, Brazil, under the presidency of Dr. Moacyr E. Alvare of Sao 
Paulo. The meeting is of special interest because it is one of many official events in the celebra- 
tion of the quadricentennial of the host city this year. 














A.M.A. NEWS RELEASE—W ASHINGTON OFFICE 
THE MONTH IN WASHINGTON 


Washington, D.C.—Just about a year ago the Hill-Burton hospital construction program 
was under heavy attack in the House Appropriations Committee. But the damage was not 
permanent. The program has made a complete recovery. More than that, Congress shows 
every intention of doubling the appropriation for the program, but earmarking the additional 
money for grants to diagnostic and treatment centers, rehabilitation facilities, hospitals for 
the chronically ill, and nursing homes. At this stage the legislation to stimulate health facility 
construction is believed to be closer to enactment than any other major health project of the 
Eisenhower administration. Although the main objectives have not been altered, some sig- 
nificant changes were made in the bill by the House Interstate and Foreign Commerce Com- 
mittee in two weeks of intensive work at closed-door sessions. Then, in mid-March, the Senate 
committee took up the bill and considered additional amendments. 

Most changes are designed to tighten up eligibility for grants. For example, money could 
go to only two types of diagnostic or treatment centers, those operated by and for a govern- 
mental unit or by a group that also operates a nonprofit hospital. Nor would centers or nursing 
homes be eligible unless under medical supervision or operated by an association that also 
operates a hospital. 

Another change written into the bill would rule out a project if it were not to be open for 
full and unrestricted use by the general public. Thus labor union, fraternal, and prepayment 
health plans could not benefit if they offered their own subscribers any advantage in service 
at the center or hospital. 

On the financial side, several amendments have been tentatively adopted. One would allow 
states to use the original Hill-Burton formula for apportioning money among projects, or to 
accept a flat 50% federal contribution. (As in the origina] Hill-Burton act, the poorer states 
would be allocated more per capita.) States would be allowed to pool their allocations for 
construction of interstate facilities, and the United States would be authorized to recover its 
proportionate share of a project if at any time the project were converted to profit use or were 
transferred to interests which for any other reason would not be eligible. 

Of major interest to the medical profession, although not far along on its legislative course, 
is the administration’s proposal for subsidizing prepaid health plans for federal civilian em- 
ployees. The U.S. would pay a maximum of $26 per year, to be matched by the employee, for 
the purchase of any type of prepaid insurance. Any cost above $52 per year would have to be 
borne entirely by the employee. 

As a part of the program, the administration is proposing that payroll deductions be 
authorized, a concession the insurance and prepayment insurance organizations have been 
urging for years. Currently federal executives differ on whether payroll deductions would be 
“legal,” but none is willing to risk authorizing deductions in the absence of specific approval 
from Congress. 

Still following a slow and controversial course is the administration’s proposal for rein- 
surance of health plans. Early in the session—with the ardent support of Chairman Charles 
S. Wolverton of the key House committee—this legislation appeared pointed toward enact- 
ment. However, the Department of Health, Education, and Welfare was not satisfied with 
Mr. Wolverton’s bill and decided to draft one of its own. The drafting consumed many weeks 
—time that may prove fatal with a Congress hoping to adjourn early for the fall elections. 

The Defense Department, made uncomfortable by a few suspected subversive physicians 
and dentists it doesn’t quite know what to do with, is asking for an amendment to the Doctor 
Draft act. The department’s problem is this: The most recent Court of Appeals decision holds 
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that physicians or dentists drafted or called up from the reserves must, under the Doctor 
Draft act, either be commissioned or discharged. So, technically, a man who refuses to fill 
out his loyalty questionnaire would be rewarded by a release. To correct the situation, the 
Department is asking that the law be changed to allow it to withhold a commission from a 
loyalty suspect, yet keep him on duty for the specified time in noncommissioned status and 
assigned to professional duties. 

The American Medical Association is continuing its support of Senator Bricker and others 
who are convinced they still can enact a resolution calling for an amendment to restrict inter- 
national agreements. The Association’s position is that unless a safeguard is written into the 
Constitution, future international agreements could impose on the county social and medical 
care programs that Congress itself would not approve. 








NO BENEFICIAL EFFECTS FROM GG: 
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Gamma Globulin inoculations have demonstrated no beneficial effects, a Public Health Service 





| sponsored committee of experts announces. The group, after evaluating nationwide data on last 
| summer’s inoculations, reports that: (1) Observation of communities.where mass child inoculation 
was carried out, does not provide sufficient evidence to determine the efficacy of the serum in 
| preventing the disease or alleviating its effects. (2) Mass inoculations usually occurred after the 
| epidemic peak, thus reducing evidence of its effect on the epidemic. (3) Family-contact administra- 
tion of the serum (where all household members were inoculated immediately upon recognition 
of a polio case) did not appreciably lessen subsequent family incidence of paralytic polio. (4) Inocu- 
lation of exposed persons caused no measurable difference in the severity of ensuing paralysis. (5) 
More experience and greater opportunity for scientific investigation is necessary for proper evalua- 
tion of gamma globulin in mass inoculations. The group, composed primarily of physicians, made 
its findings public after a three-day session at the PHS Communicable Disease Center in Atlanta, 
| Ga. 

Spokesmen for the Health Resources Advisory Committee of Office of Defence Mobilization 
said later that, “ODM is prepared to continue administering the distribution of gamma globulin 
for polio next summer, provided a satisfactory plan is agreed upon. . . But (regardless) there would 
| seem to be no reason . . . why it could not be distributed . . . and used by doctors as they see fit.”’ 




















